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ACADEMIC DOSSIER
Adult Mental Health Essay
GP has a "borderline personality disorder": 
Should this worry me?
Year 1
December 2008
Introduction
In acknowledging that my GP has a diagnosis of "borderline personality disorder" (BPD) my 
potential concerns might not only be centred around what implications this has for my own 
health, but also what this diagnosis might mean for her, her other patients, her colleagues, 
friends, and family. For the purpose of this essay I shall focus primarily on the anxieties that 
I may have in relation to how my GP's diagnosis might jeopardise my own needs as her 
patient. I shall also consider the concerns I might have for my GP with regards to her own 
health and employment. To understand whether I should worry or not, it seems 
appropriate to consider the circumstances in which my GP is likely to find herself whilst 
working in the medical profession, and explore what the MHS would do to ensure that both 
our needs are considered in this situation.
I predict that I would not normally know that my GP has been diagnosed with a mental 
disorder. Employees within the NHS who experience mental health problems are entitled to 
expect that confidential information to be treated in accordance with the principles of 
confidentiality (NHS Employers, 2008a). For the sake of this essay I shall assume that my GP 
has disclosed this information publicly.
Considering whether my GP having a BPD should worry me has made me think about the 
relationships between individuals who have been diagnosed with a BPD, myself, the 
medical profession and mental health workers caring for these individuals. With the 
ambition of working towards social inclusion, I hope that by reviewing my expectations as a 
service user of the NHS, and the expectations of the medical profession, I can explore under 
what circumstances individuals with a diagnosis of BPD might potentially be considered 
unfit to work in the NHS and subsequently stigmatised. I have decided to write this essay so 
that I can reflect upon my own ideas of what having a BPD means, explore the potential 
consequences of assumptions around BPD for people with this diagnosis and develop my 
own understanding around these issues. I hope that such development of knowledge can 
inform my future practice as a clinical psychologist.
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W hat do I assume having a "borderline personality disorder" means?
The prevalence of BPD is thought to be around 1 to 2 per cent of the general population, 
although there have only been a few large-scale, population-based studies that have looked 
at the epidemiology of BPD (Oldham, 2004). According to the latest text revision version of 
the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR; American Psychiatric 
Association (APA), 2000, p.708) BPD is predominantly diagnosed in females (about 75 per 
cent). For the sake of clarity throughout this essay I shall therefore assume my GP is female 
and will be referring to a female doctor -  female patient relationship.
I might assume that my GP has been given this diagnosis by a clinician who has used the 
DSM-IV-TR and identified her as fitting at least five of the nine criteria listed to make a 
formal diagnosis. These criteria include frantic efforts to avoid real or imagined 
abandonment; a pattern of unstable and intense interpersonal relationships; identity 
disturbance; impulsivity in at least two areas that are potentially self damaging; recurrent 
suicidal behaviour, gestures or threats, or self-mutilating behaviour; affective instability; 
chronic feelings of emptiness, worthlessness; inappropriate anger or difficulty controlling 
anger and finally transient, stress-related paranoid ideation, delusions or severe 
dissociative symptoms. The equivalent ICD-10 classification is emotionally unstable 
(borderline) personality disorder and has slightly different criteria. I shall assume she has 
been diagnosed with the use of the DSM-IV-TR, as this is the classification system referred 
to in the majority of the literature.
Millon and Everly (1985) state that these traits may vary between people in terms of their 
intensity. Grilo et al., (2004) suggest that personality disorders can change in their severity 
and expression over time. Such findings make me wonder to what extent my GP 
experiences any of the characteristics outlined by the DSM-IV-TR.
BPD has been described as complex (e.g. Aguirre, 2007) and there seems to be much 
controversy around the process in which someone is diagnosed with this disorder. 
Bernstein et al. (2007) conducted a survey exploring the views of 400 people who were 
considered experts on personality disorders, and found only around 30 per cent wanting 
the term Borderline Personality Disorder retained in the DSM-V. One criticism made about 
the current nine criteria for BPD, is that because only five need to be present to make a
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diagnosis, 151 different combinations of criteria for a BPD diagnosis are possible (Skodol et 
al., 2002). The validity and reliability of the existing diagnostic system for personality 
disorders has been questioned by Pilgrim (2001) who concludes that it has "failed 
professionals, patients with the label and wider society alike -  it is logically flawed and 
empirically unsupportable" (p.263).
It seems questionable as to whether the criteria for a diagnosis of BPD outlined by the 
DSM-IV-TR can be used in isolation to give me a clearer idea of how my GP may feel and 
behave. To understand the implications of this diagnosis, I shall therefore consider a range 
of studies and theories on BPD.
Many studies have found a high prevalence of reported childhood abuse amongst those 
diagnosed with a BPD (Holm & Severinsson, 2008). Shaw & Proctor (2005) argue that 
experiences of abuse are often overlooked amongst individuals given this diagnosis. Such 
findings enforce my desire to look beyond what implications this diagnosis has for how she 
presents herself and consider in what way my GP might be both helped and supported.
Whether I feel I should worry may be influenced by the particular literature I have read 
around the subject. I also remain mindful that despite my intention to remain non- 
judgemental, my understandings may have been unwillingly influenced by other sources 
such as the media, which has been criticised as increasing the negative imagery about 
mental health (Callard etal., 2008).
W hat do I expect from my GP?
Patients need good doctors. Good doctors make the care of their 
patients their first concern: they are competent, keep their 
knowledge and skills up to date, establish and maintain good 
relationships with patients and colleagues, are honest and 
trustworthy, and act with integrity. (General Medical Council, 2006,
p.6)
This principle is outlined in The Good Medical Practice which is a guide for all doctors 
registered with the General Medical Council (GMC), but is also intended to be used by the
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public so that they know what to expect from doctors (GMC, 2006, p.4). I shall base what I 
expect from my GP on the aspects of this principle and draw upon other principles raised by 
the GMC. The Good Medical Practice outlines that if my GP fails to follow these principles, 
she is putting her registration at risk (GMC, 2006, p.5).
Which of my GP's competencies do i assume may be affected by her having a
BPD?
Her ability to establish and maintain a good relationship with me
My GP may have been recognised as having "a pattern of unstable and intense 
interpersonal relationships characterised as alternating between extremes of idealization 
and devaluation" (APA, 2000, p.710), It has been noted that mental health professionals 
commonly experience these extreme states in their relationship with individuals diagnosed 
with a BPD (Bateman & Fonagy, 2004, p.166). With this in mind, I might worry that my 
relationship with my GP could fit into this pattern and that she could either emotionally 
depend on me, disregard me, or both. Gunderson (1996) suggests that individuals with a 
diagnosis of BPD struggle with being alone. A concern of mine could be that my GP might 
act in accordance with this feeling, as one criteria for her diagnosis is "a recognition of 
making frantic efforts to avoid real or imagined abandonment" (APA, 2000, p.710). Such 
behaviour would be contradicting the guidance that "doctors should not use their 
professional position to establish or pursue an improper emotional relationship" (GMC, 
2006, p.19).
These assumptions are based on the idea that my GP will relate and behave in such a way 
that is reflected in both her personal and professional life. This pattern, however, may be 
referring to personal relationships (Bateman & Fonagy, 2004, p.166). I wonder therefore 
whether the relationship my GP has with her patients would be different. Indeed it is 
questionable whether my GP may even interpret our relationship in a way that is beneficial 
for her. Masterson (1976, p.72) suggests that individuals diagnosed with BPD could be 
successful in a profession such as medicine, in which the doctor -patient relationship 
provides an illusion of personal closeness and the doctor has the ability to use the emotions 
which are avoided in their own personal life.
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Her ability to be competent and trustworthy
Bender and Skodol (2007) suggest that a feature of having a BPD is a "distortion of reality". 
From this I might predict that my GP's clinical judgment could be affected and I could feel 
anxious that she might not make a true assessment of my health. The Good Medical 
Practice (GMC, 2006, p.27) states that doctors should make sure their conduct justifies their 
patients' trust in them at all times and yet my assumption here has implications for how 
much I might trust my GP.
Bender and Skodol (2007) also state that individuals with a BPD find it difficult to consider 
multiple and/or conflicting perspectives and tend to think in a more concrete, black-and 
white way. Such findings might influence my concern that my GP might not consider all 
potential options of possible treatment for me. The Good Medical Practice (GMC, 2006, 
pl6) suggest that good communication between doctor and patient is effective if doctors 
can listen to patients and respond to their concerns and preferences. If my GP has difficulty 
considering multiple perspectives, I would worry that she might not consider my own 
preferences when it comes to my treatment, if they differ from her own ideas.
It has been suggested however that we are all prone to thinking biases such as all-or 
nothing thinking and are particularly vulnerable at times of high stress or low mood 
(Kennerley, 2000, p.107). From this it seems that any doctor could be prone to this type of 
thinking regardless of whether they have a diagnosis of BPD or not.
Her ability to ensure I am safe during our consultation
I would expect to feel safe when meeting with my GP. By having a diagnosis of BPD, my GP 
may have been observed as "displaying inappropriate anger or shown difficulty controlling 
anger" (APA, 2000, p.710). Bateman and Fonagy (2004, p.103) suggest that another person 
could innocently trigger an individual with a diagnosis of BPD to act violently. With this in 
mind I might worry that even without any intention to make my GP angry I could somehow 
trigger her to act in an angry manner or even become violent.
There is, however, evidence to suggest that this potential worry of mine is unrealistic. The 
British Psychological Society (BPS) states that people with personality disorders are often 
associated with anti-social behaviour and yet the majority of people with this diagnosis do
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not behave antisocially (BPS, 2006). Indeed it is questionable whether any concerns around 
whether my GP may be unfit to work are justifiable. NHS Employers represents trusts in 
England on workforce issues and their website states that "there is no evidence that people 
with mental health problems necessarily make poor healthcare workers" (NHS Employers, 
2008b).
What worries do I have for my GP?
Will she be able to look after herself?
Aviram et al. (2006) suggest that individuals with a diagnosis of BPD have a limited ability to 
self-soothe. It is been reported that around 50 to 80 per cent of individuals diagnosed with 
a BPD, self injure (Green, 2008). It has been estimated that individuals with BPD have a 
suicide risk of around 9 per cent (Stone et al., 1987). This is higher than the reported 
national average risk of around 1 per cent (Office for National Statistics, 2008). Such 
findings might cause me to worry about the likelihood of my GP self-harming, even to the 
extent of killing herself.
Is her job likely to make her mental health worse?
I may be anxious that my GP's choice of profession might even worsen her mental health. 
Doctors have been reported as having rates of mental disorder compared to the general 
population and it is suggested that their working environment may contribute to their 
illness and delay recovery (Department of Health, 2008a). The amount of stress my GP feels 
may concern me even further as one of the criteria for her diagnosis is "stress-related 
paranoid ideation" (APA, 2000, p.710). Doctors report that stress has an impact on their 
ability to provide high quality care (Department of Health, 2008a). These reports make me 
wonder whether a stressful working environment for my GP could not only have negative 
implications for her health but also for my own.
The concern I have for my GP's safety is heightened by findings in The National Service 
Framework for Mental Health (Department of Health, 1999) that certain occupational 
groups such as doctors are at a higher risk of committing suicide, possibly due to an ease of 
access to the means of suicide, such as drugs. Suicide rates are increased particularly in 
female doctors and GPs. (Hawton et al., 2000, as cited in Department of Health, 2008a). I
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may worry therefore that having been given the diagnosis of a BPD, my GP's decision to 
work as a doctor might increase the chance of her harming herself.
It seems however that my GP's alternative option to leave work might not dampen my 
concerns for her safety. The National Service Framework for Mental Health (Department of 
Health, 1999) outlines that unemployment may impair mental health and is itself 
associated with increases in suicide and self-harm amongst the general population. Such 
ideas indicate that the likelihood of my GP harming herself or even committing suicide may 
relate to her social context and I wonder whether it is too difficult to separate my concerns 
and the implications of being given a diagnosis of BPD from other important influences on 
well-being such as work. Furthermore, it has been suggested that benefits of well-being 
might outweigh any adverse effects of work on mental health (Waddell & Burton, 2006) 
and I wonder whether work may be beneficial for my GP. Kreisman and Straus (1989, p.12) 
state that "work can provide a sanctuary from the anarchic setting of social relationships" 
for individuals diagnosed with a BPD.
To summarise, my GP's experience of working as a doctor may have implications for her 
mental health and yet working itself may be beneficial. I wonder therefore whether such 
benefits can be achieved, provided that the right support is available. As Beresford and 
Croft (2001, p.19) suggest "many service users want a job and support" and just having a 
job may not sufficient.
Addressing my concerns
Having considered what worries I may have, when acknowledging my GP has a diagnosis of 
BPD, I would like to explore how my GP might be supported, as I assume that if there are 
ways of improving my GP's mental health, this may have implications for the degree of my 
concern.
Could she find support at work?
I may worry less if my GP is receiving occupational help, but it appears that she might have 
difficulty finding such support. "Mental health and ill health in doctors" is a report, which 
recognises that "there are currently only a few services for doctors with mental ill health"
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and notes "only a few areas have agreed formal pathways for specialist mental health care 
for doctors" (Department of Health, 2008a).
A further worry may be that my GP might not feel able to actively seek help as it has been 
suggested "doctors tend to be secretive about their problems" (Department of Health, 
2008a). It seems arguable whether a reason for this could be that having the GMC involved 
in assessing my GP's ability to work might be perceived as a threat to her career and 
livelihood (Department of Health, 2008a). Furthermore, McKevitt and Morgan (1997) 
discovered that many doctors who were ill perceived both physical and mental illness as 
being "inappropriate for doctors". With this in mind, I question whether my GP might feel 
uncomfortable acknowledging her own health related issues.
I am curious to know how this reported perception of mental illness amongst doctors fits in 
to the views of the rest of society, and how my GP's predicaments of mentioning having a 
BPD to her employer fits into a more general issue of stigma around mental health 
diagnoses. In a research study investigating people's experiences of living with mental 
distress, 70 per cent had experienced discrimination in response to their own or someone 
else's mental distress and 47 per cent had experienced discrimination in the workplace 
(Mental Health Foundation, 2000). I wonder whether such reports of discrimination offer 
an explanation for the high unemployment rate for those with a mental health diagnosis. It 
is estimated that 85 per cent of people with mental health problems don't have jobs 
(Beresford & Croft, 2001, p.19) despite the report that 90 per cent of people with mental 
health problems want to work (NHS Employers, 2008c). The association between stigma 
and employment was implied by Professor Thorncroft at a conference reviewing research 
on this subject, who highlighted that "one of the most difficult issues facing a potential 
employee is whether to disclose a history of mental illness and risk exclusion from 
employment" (The Medical Research Council et al., 2007). I wonder what can be done to 
tackle stigma in the workplace for individuals diagnosed with a mental health diagnosis, and 
more specifically those with a BPD.
"From Here to Equality" is a report set out by the National Institute for Mental Health in 
England (NIMHE) which outlines a five year programme to tackle stigma and discrimination 
relating to mental health noting that "the government has recognised that it isn't 
acceptable to exclude people who experience mental health problems." (NIMHE, 2004).
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With regards to supporting doctors with mental health issues. The Department of Health 
(2008a) has made local and national recommendations to "increase access and appropriate 
services, and promote mental health and well-being in doctors". The Department of Health 
has also recognised the need to address the issue of doctors feeling judged by the GMC, in 
a report titled "Medical Revalidation-Principles and the Next Steps" (Department of Health, 
2008b), which outlines that "a revalidation of standards should be seen as a supportive 
process for doctors rather than a disciplinary mechanism". Such reports are welcoming, and 
if these programmes and recommendations are carried out accordingly, I may feel less 
concerned for my GP's well-being at work.
I remain mindful however that my GP may have particular difficulty receiving support due 
to her specific diagnosis. Mann and Lewis (1989, as cited in Pilgrim, 2001) argue that those 
with a diagnosis of personality disorder have "the worst of all possible worlds" because 
they are not thought of as being fully normal or given the full advantages of the sick role 
(p.258). Indeed although "Mental health and employment in the NHS" (NHS Employers, 
2008a) is a guide which encourages NHS employers to tackle discrimination and stigma, and 
provide opportunities for people with mental health problems, it makes no reference to 
personality disorders. Gunderson and Hoffman (2005), suggest that the work on BPD is 20 
to 30 years behind that on other major psychiatric disorders despite it being "a highly 
treatable disorder, with which people can learn to lead full and rewarding lives". Such ideas 
make me wonder whether extended efforts will be needed to tackle discrimination around 
the diagnosis of all personality disorders, including BPD.
I have so far made the assumption that my GP may want support. I remain curious however 
as to whether my GP might not feel the need to seek help, and might not believe that her 
mental health diagnosis affects her job in anyway. To move forward in tackling 
discrimination it seems important to recognise the views of service users, which indeed 
should inform service development (BPS, 2006).
Would therapy help?
I may feel less concerned if my GP is in therapy. This relates to an increasing hopefulness 
that individuals diagnosed with a BPD can and do respond to effective treatment strategies 
(Sperry, 2006).
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It seems important to recognise that whilst therapy may help my GP, it may take time for 
her mental health to improve. Bateman and Fonagy (1999) studied the effectiveness of 
treatment for individuals with BPD and concluded, "An essential feature of an effective 
programme for treating BPD is a consistent application over a period of time" and 
furthermore suggest, "it is important that therapists do not anticipate rapid improvement, 
develop unrealistic expectations or set inappropriate goals."
For my GP's sake I hope that she engages in therapy as it has been suggested that non- 
attendance may threaten the viability of treatment for individuals given a diagnosis of BPD 
(Bateman & Fonagy, 2004, p.158). In a study, Gunderson et al. (1989) found that over half 
of individuals who began psychotherapy, referred for having a BPD, discontinued therapy 
within the first six months. Such findings might cause concern that my GP has a high chance 
of disengaging from therapy. Bateman and Fonagy (2004, p.158) suggest that the most 
common reasons given by individuals for failure to attend are "frustration with treatment, 
lack of social supports, and difficulties attending appointments for logistical reasons". I 
wonder therefore whether my GP would be more likely to attend sessions if she is offered a 
service that fits into her lifestyle and is easily accessible. This idea comes from recognising 
the views of Liotti et al. (2008) who argue that if an individual has multiple therapists in 
multiple settings, this is detrimental for helping an individual diagnosed with a BPD.
Will stigma around BPD affect my GP's therapy?
I wonder whether the therapy my GP receives might be affected by stigma associated with 
having a BPD. A number of studies suggest that mental health professionals view BPD in a 
negative way. Lewis and Appleby (1988) showed that psychiatrists formed rejecting 
attitudes towards those who had been given a personality disorder diagnosis. Fraser and 
Gallop (1993) reported that nurses responded to patients diagnosed with a BPD in a less 
empathie manner than to patients with other diagnoses. Such attitudes do not seem to 
have changed overtime. More recently, Markham and Trower (2003) investigated nursing 
staff's perceptions of BPD and concluded that these individuals with this label still attracted 
more negative responses compared to those with other mental health diagnoses.
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If such attitudes are to be challenged it seems important to understand how they come 
about and what impact they have on therapy. Lewis and Appleby (1988) suggest that a 
reason for these responses could be that individuals diagnosed with a BPD are perceived as 
having "self-control" and alternative explanations for their behaviour, such as attention 
seeking, are inferred. Such perceptions may be detrimental in caring for individuals with a 
BPD as Aviram et al. (2006) conclude that if clinicians distance themselves when treating 
people with a diagnosis of BPD, clients may interpret this distancing as rejection, which may 
in turn exacerbate self-destructive behaviour such as self- harm or withdrawal from 
treatment. I wonder what is being done to change any negative views of mental health 
professionals, to ensure my GP can receive effective care.
Hinshaw and Cicchetti (2000, as cited in Aviram etal., 2006) concluded "Empirical research 
has not even begun to document the actual levels of harm related to the stigmatisation of 
mental health". More recently, NIMHE published "Personality disorder: No longer a 
diagnosis of exclusion" (NIMHE, 2003) which sets out specific guidance for developing the 
services for people with a personality disorder including the need to educate and train 
mental health practitioners so that they can develop skills to assess and support individuals 
with a BPD. It seems such guidance may be not be straight forward, as Bateman and Fonagy 
(2004, p.150) state that not all staff can work with individuals with personality disorders, 
and suggest that "generic mental health training is insufficient preparation for treating 
individuals with a BPD" (p.151). As mentioned previously, the validity of the diagnosis of 
BPD has been questioned and I wonder whether part of the problem in providing therapy 
for individuals given this diagnosis is due to an unclear understanding of what having a BPD 
actually means. Bateman et al. (2005) suggest that the difficulty in establishing an effective 
treatment for people with BPD is due to a lack of consensus around what the core of the 
psychological difficulty is for these individuals.
The importance of finding out more about how to ensure individuals like my GP receive 
acceptable care appears to have been recognised by the BPS, which states that there is "an 
urgent need for good quality research to inform service development" in providing care for 
people with personality disorders (BPS, 2006).
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What else should be considered?
Who are we besides a patient and a GP with a BPD?
I previously clarified the assumption that my GP is female to explain the reason behind the 
language I use in this essay. I wonder whether this labelling could however also have 
implications for the way in which my GP and I relate to each other. Zaharias et al. (2004) 
reported that both male and female medical students said they were more attuned to the 
concerns of patients of their own gender. With this in mind, I wonder whether my GP and I 
would relate differently if she were male. I also question whether other issues of identity 
need to be considered in understanding any doctor-patient relationship. In a recent study, 
Kheng et al. (2008) showed that compared with students in the USA, students in an Asian 
medical school appeared to view the doctor-patient relationship less like a partnership and 
suggest that this may be a reflection of differences in expectations of the doctor-patient 
interaction in different cultures. If I could research further I would be interested in 
exploring how other issues of diversity such as our age, class and belief system play a part 
in the relationship I have with my GP.
If I could investigate further, I would be interested in knowing how my GP perceives having 
a diagnosis of BPD and how this fits in with her own experience. This idea relates to a study 
by Horton (2003) who found that service users viewed the meaning of having diagnosis of 
BPD variably, with some finding it helpful and others connecting it with stigma and shame. I 
also wonder whether there are any other factors that may need to be taken into 
consideration besides her mental health diagnosis, for example financial concerns or family 
support, which may help me to understand her specific circumstances. It would also seem 
important to recognise that my GP's employment issues may only be one aspect in which a 
mental health diagnosis may impact her life, and how included she feels as part of society. 
Campbell (2001, p.101) states, "equal access to work opportunities is a desirable aspect of 
the enthusiasm for social inclusion, but does not automatically lead to a feeling of 
belonging".
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The impact of mv GP's diagnosis on others
In further research I would be interested in exploring what implications my GP's diagnosis 
may have for other people in her life, including other patients, her colleagues, her friends 
and family. I would be curious to know what concerns they may have, particularly with 
regards to any health or employment issues my GP faces. I would also like to find out 
whether my GP's experience of being diagnosed with a mental health disorder could indeed 
put her in a position of expertise for helping patients in a similar position.
Conclusion
In writing this essay I have come to understand that there a number of ways in which 
having a BPD has been viewed and understood. Whilst some of the research and 
descriptions around BPD may lead to concerns around how my GP's diagnosis may affect 
the therapeutic alliance between us, these assumptions have been argued against with 
evidence indicating that my GP's ability to work is not necessarily affected by her having 
this diagnosis. Indeed I wonder whether such presumptions are themselves a cause of 
concern regarding the needs of GP. The issue of stigma has been identified as an issue for 
individuals with a diagnosis of BPD both in the workplace and in therapeutic settings.
Having a diagnosis of BPD may have implications for my GP's own health and safety and as 
my GP is an employee of the NHS, this system has a responsibility to ensure that my GP can 
receive the support she needs. Indeed if all employers ensured that individuals with mental 
health issues are supported and not stigmatised, work itself may have good implications for 
mental well-being. The NHS also has a responsibility in caring for my GP as a service user. As 
an employee of the NHS I accept part of this responsibility. It seems efforts are being made 
by the government and other organisations to tackle the discrimination experienced by 
people with mental health issues, yet I believe we all share a responsibility in ensuring such 
guidance is implemented.
It seems that further work may be beneficial in ensuring individuals like my GP, who are 
diagnosed with a BPD, are not excluded from such efforts to build on social inclusion and 
are not stigmatised by mental health professionals employed to care for them. In my work 
as clinical psychologist I hope to remain open minded as to the meaning of what having a
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BPD means to each individual and remain mindful as to how such a label may have further 
implications for how these individuals are treated in society.
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Emancipation versus empowerment (Stickley, 2006)? Is the involvement o f service users and 
carers in the development and planning o f mental health services perpetuating existing
power imbalances?
(Stickley, T. (2006). Should service user involvement be consigned to history? A critical realist 
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INTRODUCTION
My position
I believe that service users and carers are experts in their own experience of services and 
can subsequently offer valuable contributions in developing and planning a service for 
people with mental health issues. Indeed, when applying to train as a clinical psychologist 
at the University of Surrey, I was encouraged to learn that the course integrated service 
user and carer involvement into the training programme. It seems however that whilst 
many may agree that service users and carers have a right to be involved, current issues 
remain around how, where and when involvement does occur in the development and 
planning of mental health services (Campbell, 2001).
On my first placement as a trainee, the department in which I was working asked service 
users to complete satisfaction questionnaires as a way of obtaining their views on the 
service they received. Whilst the feedback from service users appeared helpful in enabling 
the service to consider what did and did not work well, I wonder to what extent this 
process of gathering information could really be understood as incorporating the notion of 
service user involvement. Indeed by carrying out this kind of process it is not necessarily 
guaranteed that service users' views will be fed back into the planning and development of 
the service (Simpson & House, 2003). In the same service, I was also unaware of any 
communication made between the service and carers, and wonder how carers' views and 
ideas are considered in the development of mental health services, particularly when a 
service primarily offers one to one therapy without direct engagement with a client's family 
or friends.
As a trainee clinical psychologist, I am encouraged to adopt a collaborative approach in 
working with service users "as equal partners" (British Psychological Society, 2001). In 
doing so, it seems important to understand the underlying issues which may affect the 
process of enabling individuals with mental health issues and their carers to be involved in 
developing and planning services. As Collier (1998) suggests, it is only possible to be in a 
position to make a change when one has examined the reasons why a situation is 
happening. Stickley (2006) puts forward the argument that "the notion of service user 
involvement may in itself be a structure that perpetuates the power of psychiatry because 
it is designed and retained by those social forces" (p.576). I think it is paramount to explore
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this idea and review whether service user and carer involvement is detrimental when 
aiming to increase the power held by service users and carers.
In exploring whether service user and carer involvement is responsible for perpetuating any 
imbalance of power, I shall begin by considering what the current situation is with regards 
to how involvement is implemented and experienced within the development and planning 
of services and how power is perceived to be distributed. I shall then explore the potential 
reasons for this current state and consider what can be done to address any perceived 
imbalance of power.
Disclaimers
Mv understanding of what the development and planning of services involves
The process of planning and developing a health service can be described as going through 
a number of stages which include understanding the current situation, formulating 
alternative approaches, deciding on a plan, discussing and implementing this plan and 
evaluating the results achieved in relation to the original situation (Kramer, 1976). For the 
sake of this essay, I shall consider that the development and planning of a mental health 
service could subsequently include a wide range of activities and actions, such as research, 
creating and providing policies and implementing and evaluating the constructed plans.
The lack of reference to carers
In reviewing the current power position of service users and carers, much of the literature I 
have read and shall refer to has been focused on service users rather than carers. Such 
limited reference to carers may be indicative of the lack of research carried out on their 
position, and indeed this is something that needs to be recognised and explored further 
(British Psychological Society, 2008).
I assume a balance in power is achievable
I remain curious as to whether different understandings of how service user involvement 
affects distribution in power may highlight a difficulty in establishing what constitutes 
power and how it can be measured. I recognise that in considering how service user and 
carer involvement affects existing power imbalances, an assumption has been made that a 
balance of power is achievable and one would know when this had occurred. Further work 
may need to be done to explore this assumption.
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THE STATE WE ARE IN
How are service users and carers currently involved in the development and 
planning of mental health services?
Whilst the concept of service user involvement has been recognised for over thirty years 
(Service User Involvement Group, 2006), the NHS and Community Care Act (1990) was the 
first piece of UK legislation to outline that service users should be involved in service 
planning. A decade later, it became a legal requirement for all NHS organisations to involve 
service users in the planning and evaluation of services (Health and Social Care Act, 2001). 
Service user involvement in the specific context of mental health was encouraged in papers 
such as The Health of the Nation (Department of Health; DoH, 1992), Working in 
Partnership (DoH, 1994) and Building Bridges (DoH, 1995) and it seems that service user 
involvement has become an accepted part of current policy making (Rush, 2004).
Whilst the role of carers in the NHS and Community Care Act (1990) was seen to be 
"ambiguous" (Parker, 1999) policies published since include recommendations to involve 
carers in decision-making. For example in the National Service Framework for Mental 
Health (DoH, 1999) it is noted as an expectation that mental health services will involve 
service users and their carers in the planning and delivery of care. It was recognised that 
the views of carers were incorporated into the production of a recently published policy 
aimed at improving the well-being of the population and improving mental health services 
over the next ten years, through the process of "consultation" (DoH, 2009, p.14).
So how have these policies been put into practice? A change in the system has meant that 
service users and carers have worked alongside mental health professionals as employees, 
collaborated in the training or appointing of staff and have become board and committee 
members (Simpson & House, 2003). Service user involvement in research has greatly 
increased since the service user movement begun (Rose, 2001). The number of 
independent service user led groups has also increased, with a reported growth from fifty 
in 1990 to six hundred in 2005, and it is recognised that almost all of these groups have 
been involved directly with the development of services (Campbell, 2006).
Such advances would seem to imply that steps have been taken to involve service users and 
carers in the development and planning of services. It has been argued, however, that 
putting ideas into practise have not always work as planned (Tait & Lester, 2005).
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So what are the existing power imbalances?
Perkins (2001) states that whilst the involvement of service users in planning has increased, 
as a group they remain relatively powerless in making key decisions about their care. Such 
perceived imbalance may be understood more clearly when recognising how the process of 
involving service users and carers has been viewed. Amongst those with direct experience 
of being involved, Carr (2004) notes that some service users have reported feeling 
"consulted" rather than "involved", whilst Trivedi (2001) described her experience of being 
involved as a service user in the development of the NSF as "disempowering" and 
"damaging". Perkins (2001) states that whilst service users may be present, affective 
collaboration is rare.
It seems that the friends and families of those with mental health issues also feel limited in 
their power to develop and plan services. A report by Carers UK (2002) highlighted that 63 
per cent of carers did not feel that their contribution to services had been truly recognised.
It has been suggested more generally that the involvement of service users and carers is at 
risk of being unmeaningful and tokenistic (Spiers et al., 2005). With regards to the 
involvement of service users and carers in policy making, Rose and Lucas (2007) suggest 
that the influence of service users' involvement has only been slight. Such reports relate to 
the recognition that service user involvement is often added as an afterthought rather than 
being an integrated part of the process of planning (Involving Consumer, 2002, as cited in 
Service User Involvement Group, 2006). In terms of research, whilst it is considered that 
service users and carers should be equally involved, their position is often disregarded due 
to an assumption that studies may be affected by their "non-neutral position" (Beresford, 
2005).
These subjective and objective reports suggest that people with mental health issues and 
those caring for them continue to feel and appear less powerful than service providers. 
They highlight why it has been recognised that "a fundamental shift in the balance of power 
remains to be achieved" (Barnes & Bowl, 2001, p.156).
I remain mindful that imbalances of power may also exist within the service user 
movement, between individuals experiencing mental health problems and their carers. 
Individuals from black and ethnic minority groups are currently less involved, as the service 
user movement itself remains predominantly white British (Campbell, 1996). It has also
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been suggested that the voices of some service users, such as people diagnosed with 
dementia, are in danger of being ignored (Hubbard et al., 2004). The power relationship 
between service users and their carers may also need to be considered as it is increasingly 
becoming recognised that the views and rights of carers may differ to those being cared for 
(Yeates, 2007).
IN WHAT WAYS MIGHT SERVICE USER AND CARER INVOLVEMENT PERPETUATE EXISTING
POWER IMBALANCES?
The use of language
Foucault (1972) suggested that the language we use is crucial in influencing how power is 
held amongst us. In considering how important language may be in establishing how 
service user and carer involvement affects the balance of power, I wonder whether the use 
of the terms "service user" and "carer" is a hindrance. Stickley (2006) suggests that such 
groups "do not exist" (p.571). Statistics suggest that such terms could be used to describe a 
vast majority of people, with one in four British adults experiencing a mental health 
problem over the course of a year and three out of every five of us becoming a carer at 
some point in our lives (Mental Health Foundation, 2006; Carers UK, 2001). If we continue 
to refer to "service users" and "carers" as subsets, without acknowledging the looseness in 
which these terms may potentially be applied to anyone throughout their life, I wonder 
whether a perceived division will always exist between groups, with the use of the words 
"them" and "us" contributing to a sense of inequality.
I am also mindful that by involving "service users", people with mental health issues who 
have not come into contact with services are presumably excluded. Indeed, it is 
questionable whether the views of service users and carers who are involved in the 
planning and development of services represent the opinions of the wider number of 
people who have a lived experience of mental ill health. Delivering Race Equality (DoH, 
2005) is a policy designed to ensure services deliver for all races equally, and yet the 
inability to make progress in providing services for black and ethnic minority communities 
continues to be reported as a concern (Fernando & Keating, 2009a). It seems that people 
not in touch with services may have important contributions to make with regards to how 
services can be developed and yet such ideas remain unheard. I therefore question
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whether the implications of involving service users and carers address the needs and rights 
of all individuals with mental health issues.
As well as the implications of labels and terminology, it could be argued that language 
manipulates the way in which power is distributed, through the process of interpretation. 
The term "service user involvement" has been defined as "encompassing a number of 
degrees of engagement, from sharing information between service user and service 
through to service delivery by service users" (Richardson, 2005). Such breadth of meaning 
may explain why expectations differ with regards to what the involvement of service users 
and carers in the development and planning of services includes. Fudge et al. (2008) note 
that the process of how service user and carer involvement should be carried out remains 
unclear within government policies. Without clarification, I wonder whether the 
involvement of service users and carers is more difficult to evaluate as a process, and whilst 
existing as a requirement of services, is potentially open to being misunderstood and 
misused, leaving service users and carers feeling powerless. Barnes and Wistow (2007) 
suggest that clarification of the process of involvement can indeed act as a strategy in 
ensuring involvement is continued to be used as a way of developing services.
The concept "service user involvement" is often confused to mean mental health 
professionals involving service users, rather than service users involving themselves 
(Campbell, 2008). I wonder whether this interpretation points towards mental health 
professionals retaining power. It seems, however, that interpretation may be left to the 
individual as Fudge et al. (2008) suggest that healthcare professionals and service users will 
understand and carry out the process of involvement in different ways, according to their 
own situation and personal beliefs.
It seems that the language used in relation to "service user involvement" may be 
perpetuating an imbalance of power amongst people with lived experience of mental ill 
health, due to issues of exclusion and interpretation. I wonder whether the replacement of 
the word "involvement" with a different term such as "collaboration" would be better 
suited to indicate the need for a working partnership. I am mindful, however, that if 
Stickley's argument of promoting emancipation as the only way of addressing power 
imbalances is considered, any new ideas should made by service users and carers 
themselves for the process to have any potential in creating a change in the possession of 
power.
33
The process of gaining power through empowerment
Stickley (2006) argues that for service users and cares to become powerful they need to 
obtain power themselves, which he refers to as the process of emancipation, rather than 
have power handed to them, which he indicates is the meaning of empowerment.
It seems, however, that others have used the term "empowerment", with an understanding 
that this process can lead to power being shared. For example, Beresford and Croft (1993) 
state that empowerment is a process in which power imbalances should be challenged. 
Fernando and Keating (2009b, p.3) argue that change can be brought about by empowering 
the voices of people from black and ethnic minority communities. "Empowerment" has also 
been used as a concept to highlight the need for service users and carers to take control. 
For example, in defining "empowerment" the United Nations stated, "developments must 
be by the people, not only for them" (United Nations, 1995, as cited in Service User 
Involvement Group, 2006).
It seems that differences of opinion are held on whether the process of empowerment can 
result in power being shared. I wonder whether such uncertainty is reflected in the position 
undertaken by the service user movement, which Thompson (1995) suggests "is neither 
oppositional, given that it seeks to achieve reform through involvement in planning, nor is a 
wholly a partnership, given that much of it's message is in opposition to the basis of the 
system it stands in."
It has also been recognised that organisational barriers restrict the ability for service users 
and carers to become empowered (Hubbard et al., 2004). I wonder whether such 
restrictions are to blame for existing power balances. In my continued attempt to 
understand whether service user and carer involvement perpetuates an existing imbalance 
in power, I am curious in exploring whether there are other explanations as to how power 
imbalances continues to thrive.
WHAT ELSE MIGHT PERPETUATE EXISTING POWER IMBALANCES?
The unwillingness of mental health professionals to share power
If service user and carer involvement can lead to equality of power through empowerment, 
it is arguable that power needs to be compromised by those currently holding it. Pilgrim
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and Treacher (1992) argue that for services to be based on empowerment, the issue of 
power within professional relationships needs to be self-critically examined. This seems 
particularly pertinent, if as suggested above, involvement occurs through individual 
interpretation of the concept.
I wonder whether a resistance from professionals to involve service users and carers in the 
development and planning of services may perpetuate power imbalances. If professionals 
are unwilling to share the holding of power, it would seem that one option for service users 
and carers to gain power would be to take it, rather than wait for it to be given, as 
suggested by Stickley (2006). Even through the process of emancipation, however, Pilgrim 
and Waldron (1998) suggest that the rebalance of power is more likely if those working 
within the system respect the independence of service users and carers. Whether power is 
taken or given, it seems important to address how the process of service users and carers 
gaining power is viewed by those who are currently more powerful, as well as how they 
value their own position. As Bertram (2002) suggests "It is this resistance based on the 
desire to retain power, status and security that needs addressing in depth if there is to be 
an equality based partnership that could lead to fundamental transformations in services."
It may be important to consider whether professionals are motivated to hand over or share 
some of their presumed power, as it is recognised that the sharing of power is rarely 
initiated by those who hold it (Wallcraft & Nettle, 2009). Carr (2004) points out that 
attempts to achieve a sense of shared power have been particularly difficult in 
establishments holding traditional views. It would seem that mental health professionals 
might differ in their approach to involving service users and carers.
I wonder whether different attitudes towards service user and carer involvement in 
development and planning relates to different professional approaches to the treatment of 
those with mental health issues. Indeed it seems that the reported lack of power of service 
users and carers in their involvement with developing and planning services coincides with 
the ongoing difficulty service users and carers face in being able to make choices about 
care, particularly around the subject of medication being a form of treatment. Campbell 
(1999) suggests that the use of drugs remains one of the major issues still to be tackled by 
the service user movement. It has been suggested that the use of medication inhibits 
practitioners from working inclusively due to perceptions that medical decisions are too 
complex for some service users to understand (Bates & Seddon, 2008). Stickley (2006)
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States that psychiatry remains to be the "dominant discourse". It is apparent that power 
imbalances continue to exist within the process of delivering care for people with mental 
health issues and conflicting views about treatment may add to the reasons why service 
users and carers experience feeling unheard when attempting to be involved in the process 
of developing and planning a service to target their needs.
In the current state it seems that if professionals are willing to involve service users and 
carers, this may be up until a certain point and may differ to the level expected by service 
users and carers. Thornicroft et al. (2002) found that the top priority for service users 
involved in research was to be included at every stage of the research process, and noted 
that this priority differed to those of mental health professionals. I wonder whether a 
shared position in research is perceived as achievable by all, as a review on improvements 
needed in social care, carried out by a research analyst, states that "it should be made clear 
what service users may or may not be able to change" (Carr, 2004). Different expectations 
and goals could cause difficulties in achieving a balance in power, as Chamberlain (2005) 
highlights that if the multiple differing views held by service providers and service users are 
not addressed there can be no such thing as meaningful involvement. Working out 
differences together has been considered achievable and rewarding, as Robson etal. (2003) 
noted that the involvement of service users and carers is more likely to bring about change 
if a relationship exists between the service users and carers involved and the managers of 
the mental health service.
Judgements of the value of service user and carer expertise
Even if empowerment can lead to a balance of power, the willingness of mental health 
professionals to share a platform with service users and carers may not be enough to 
ensure equality, as any motivation to hand over power may be affected by their judgement 
of what constitutes expertise. Hubbard et al. (2004) note that health practitioners and 
researchers will not involve service users if they do not value the significance of their 
involvement. Even when service users and carers are to some extent involved, it seems 
there is a danger that certain views will be acknowledged more than others. O'Hagan 
(1993) suggests that planners will accept and support service users who share their 
concerns more willingly than those with equally valid and yet more conflicting ideas. I am 
mindful that individual service users and carers may differ in their experience of
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involvement, and wonder whether this reflects how much their input is valued and 
respected.
Soffe et al. (2004) found that many clinical psychologists are supportive of service user 
involvement and yet suggest that service users and professionals need to work together to 
sort out the remaining conflicting ideas about the meaning of user involvement and the 
extent to which it occurs. I wonder whether varied levels of acknowledgment for service 
user and carer involvement reflect some confusion around the meaning and value of 
involving service users and carers. Little research has been carried out to find out whether 
service user involvement is beneficial either to the service or to the individual (Hubbard et 
al.t 2004) and it has been reported that the selected few studies carried out were a result of 
academic and institutional interests (Involve, 2005). It appears that a lack of evidence may 
leave service user and carer involvement in a vulnerable position of being questioned as 
justifiable.
So who is currently considered a valuable expert? With regards to payment, service users 
who are involved with services are legally protected to be given the minimum wage (Care 
Services Improvement Partnership, 2006). Policy guidelines suggest that in considering how 
much service users and carers should be paid for their involvement, the skills and expertise 
required should be evaluated (Care Services Improvement Partnership, 2008). What 
remains unclear is how one can judge the value of involvement, if the expertise being 
offered is based on personal experience. The process of paying service users and carers has 
also caused some confusion within the system. Service users on benefits have experienced 
difficulty in receiving payment due to uncertainty arising over whether this constitutes 
them being fit to work (Turner & Beresford, 2005). In considering how a power balance can 
be achieved through involving service users and carers, it seems further work is needed in 
establishing the value and payment requirements for service users and carers.
Stigma
The battle for service users and carers to be valued equally for their expertise, coincides 
with the ongoing challenge that people with mental health issues face in hoping to be 
treated as equal human beings. It has been noted that discrimination against those with 
mental health issues continues to exist within the mental health system. The report 
"Mental health and social exclusion", (Office of the Deputy Prime Minister, 2004) suggested 
that mental health practitioners might be contributing to the social exclusion of people
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with mental health problems. Indeed even amongst professionals whose intentions are to 
assist people with mental health issues, 'often make their situation worse' (The British 
Psychological Society (2000, p.57).
In considering why a power imbalance may continue to exist within the mental health 
system, it seems important to consider how much power is held by individuals with mental 
health issues in the wider community. Campbell (1999) points out that whilst the position 
of people diagnosed with a mental health problem has improved within services, their 
position in society as potential equal citizens remains an ongoing issue. I wonder, therefore, 
whether an imbalance in power reflects a broader issue that individuals with mental health 
problems are stigmatised. Evidence continues to show that the general public discriminate 
against people with mental health issues (Angermeyer & Dietrich, 2006).
It seems the stigma of having a mental health problem may affect the ability for service 
users and carers to have their share of power. If this is the case, I wonder whether the 
process of involving service users and carers does not perpetuate the problem but rather 
highlights the ongoing need to address the damaging issue of people with mental ill health 
being discriminated against. As Campbell (2008) suggests, for change to occur, service user 
involvement is not enough and communities need to work together to liberate and value 
those with experiences of mental ill health.
CONCLUSION
So does this mean that service user and carer involvement is perpetuating existing power 
imbalances?
In considering the argument that language has the power to constrict the development and 
growth of power (Stickley, 2006), it seems the term "service user and carer involvement" 
may be doing just that in spelling out a sense of difference between those with and without 
mental health issues, as well as excluding the voices of those not in touch with services.
Stickley (2006) also argues that for individuals with mental health problems to gain power 
this is best achieved through the process of emancipation, rather than through the process 
of empowerment through which power will remain in the possession of the mental health 
system. It seems debatable, however, whether the process of empowerment can lead to a 
balance of power and whether there may be other issues other than the involvement of
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service users and carers that act as barriers for equal power to be shared. It seems that 
other factors need to be considered, such as the willingness of mental health professionals 
to share power and gain an understanding of how to value the expertise of service users 
and carers, so that planning can be carried out in partnership. Such considerations should 
also include awareness that people with mental health issues continue to be stigmatised in 
the wider community, and any aim to enable people to gain equal power may need a more 
global approach in understanding and tackling discrimination.
It seems that the involvement of service users and carers in the development and planning 
of services has not yet been a process through which a balance of power has been 
achieved. It is arguable, however, that it is a process through which power imbalances have 
been exposed and highlighted. Indeed it may be considered fortunate that such a 
movement highlights issues that still need to be addressed if service users and carers are to 
become equally powerful in the development and planning of services. I wonder whether 
perhaps the involvement of service users and carers should be considered part of the 
solution, rather than being seen as part of the problem.
Stickley (2006) points out that what has happened before does not have to happen again. 
Therefore whilst it may be argued that aspects of service user and carer involvement have 
exposed the reality that imbalances continue to exist, this does not have to be the case in 
the future. Whilst I think that the process of emancipation and the growth of service-led 
services should indeed be encouraged, I wonder whether it is too dismissive to give up on 
the idea of service users, carers and mental health professionals working in partnership to 
work towards a balance in power. If empowerment can lead to a shared goal of equality, 
further work is needed to break down the existing barriers that perpetuate power 
imbalances. Whilst I have attempted to find out what some of these barriers are, I am 
aware that those mentioned may not be exclusively responsible and further thoughts or 
reports may expose other areas in need of exploration.
So where does this leave me in my quest to promote the involvement of service users and 
carers? It has been noted that a possible role for clinical psychologists is to "ally itself with 
progressive forces from below in mental health politics" (Pilgrim, 1992, p. 192). In 
understanding some of the ways in which service users and carers may be restricted from 
gaining power, I hope that I can contribute to eradicating these barriers through the 
process of listening to others, intervention, education and continually reflecting upon my
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own position. I hope that such work can help me work together with service users, carers 
and colleagues in ensuring service user and carer involvement is a process of collaboration 
and empowerment. It seems important to acknowledge that such work does not have to be 
carried out solely by clinical psychologists and models of change can be adopted by multi­
disciplinary team members. For example, Stickley (2006) points out that mental health 
nurses often have the most contact with service users and are subsequently in a good 
position to assist with the implementation of involvement strategies.
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Problem Based Learning Reflective Account I
Year 1 
February 2009
The Introduction
Life as a trainee clinical psychologist began on Monday, and on Tuesday morning I met with 
seven other newly established trainees at Surrey University to experience our first personal 
and professional learning discussion group meeting, led by a facilitator. After personal 
introductions we began to discuss our first task as trainees. This was presented to us as a 
group task; a problem based learning exercise, which involved exploring the subject of "The 
relationship to change" and presenting our ideas to fellow trainees and lecturers five weeks 
later in a twenty-minute presentation.
Our group presented our own relationship to change through the process of this task, in 
relation to the four stages of group development outlined by Tuckman (1965). I shall use 
these stages to structure my reflective account of our experience.
Forming
As a group we seemed to agree that we were faced with an ambiguous subject. We decided 
to work together to explore the variety of ways that "the relationship to change" plays a 
part in the clinical and professional work of clinical psychology. Between meetings we all 
researched the topic and together we gathered a scope of thoughts, experiences and 
theories in the consideration of how change affects individuals and groups intrapersonally 
and interpersonally whilst questioning the construct of change in terms of meaning and 
measurement.
Tuckman (1965) suggests that when a group has not worked together before they begin by 
experiencing a "forming" phase during which they are polite to each other. I feel this 
description resonates with my recollection of the group experience at this stage in the task. 
Everybody's input was valued, and the group appeared to respond to each other in an 
inclusive and respectful manner. I also remember feeling the need to make a good 
impression on the group members, but this was something I did not express. At the time I 
noted in my diary "I hope I don't let them down". This felt particularly important, knowing I 
would be meeting with this group for the next three years. These reflections appear to fit 
with Tuckman's further descriptions of the forming stage during which he suggests 
individuals in the group are hesitant about speaking their minds and self aware of how 
others will perceive them.
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This part of the task reminds me of the value of working collaboratively. I appreciated 
having the opportunity to hear the group members' perspectives, experiences and thoughts 
surrounding the subject, as well as their ideas on presentation, which I would not have 
readily accessed if I had been working alone. I intend on acknowledging the views and 
expertise of colleagues, service users and carers when considering how best to understand 
the concepts that arise in my clinical work. I feel this experience has also led to an 
understanding of how services users and carers may benefit from shared learning in a 
group environment.
Storming
It became apparent that the way in which we could use the time remaining to move 
forward with our task was not something that we as a group could primarily agree on. 
Whilst some members appeared to value the opportunity to continue exploring the subject, 
others seemed to favour constructing immediate goals, to ensure we remained focused on 
the end goal of the task, the presentation. It felt important to address this issue, and yet as 
a result I wonder whether the time spent disagreeing fuelled the anxiety felt by those 
feeling the pressure of time. The space we had positioned ourselves in felt uncomfortable 
whereby the group appeared divided and people were getting hurt. Tuckman (1965) 
suggests that after the forming stage, the group enters a "storming" stage during which 
group members react emotionally to the task as a way of resisting the demands put on 
each individual. On reflection it appears that we had entered this stage of Tuckman's 
model.
During this conflict, I did not position myself on either side. I recall a fellow member of the 
team commenting that I had been "diplomatic" in my contribution. But was I being 
diplomatic for the sake of attempting to hold the group together, or was I really sitting on 
the fence with my thoughts? I will now use this space to reflect on this question and 
consider how the answer may apply to my future clinical work, before considering how we 
moved forward as a group.
Where did I stand in the storm?
When faced with conflict I tend to take the role of peacekeeper by attempting to find a 
middle ground. Growing up as the third eldest of four siblings, I learnt that arguments were
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resolved by comprise. So I was not surprised in this instance to be perceived as being 
diplomatic. But was diplomacy disguising my own opinion? If so, what was it?
At the time I noted feeling confused as to which side of the fence I belonged, and put this 
down to my own indecisiveness, which I have often perceive to be a limitation of mine. I 
believed I would have felt comfortable using the time that we had left in either way. 
Despite the uncertainty of how we would move forward, I did not question the ability of 
our group to succeed with the task. On reflection I wonder whether I interpreted the 
debate as a sign of how dedicated everyone was to succeeding. In this sense perhaps I felt 
as a group we shared a work ethic, something I felt would drive us to succeed. This 
reflection does however come with the benefit of hindsight, and at the time, my inability to 
express an opinion either way left me feeling as if I didn't have an opinion on the matter.
In retrospect, my limitation may not have been my inability to make a decision, but instead 
may have been my inability to accept my own stance of sitting on the fence as being a 
plausible place to be. By not recognising my own different position, I am reminded of a 
sketch from Monte Python's "Life of Brian" (1974):
Brian shouts to the crowd "You're all different"
The crowd members reply in unison "Yes, we're all different"
After which one man quietly responds, "I'm not".
If I am to remain sensitive in identifying and valuing diversity in my professional and 
personal life, unlike this man, I must first recognise and accept the ways in which I myself 
am different. Furthermore, if I am to ever raise my head above the parapet, and stand up 
for my ideas as a clinical psychologist, I must start by valuing my own contribution to any 
group discussion, particularly if I hold a different perspective in a debate. I remain curious 
as to whether anyone else in the group shared my views at the time and wonder whether 
there were any other views not vocalised or personally recognised.
How did I perceive my position at the time?
The news that a disagreement had occurred in our group spread around the cohort, and I 
heard it being suggested that there were "strong characters" in our group. I did not 
interpret this description as belonging to me. Indeed, I had respected the ability of some of 
the group members to speak their mind and I saw this as a strength. But did I therefore see
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myself as a weak character because I hadn't expressed an opinion as to which way I'd 
prefer to use the time?
In hindsight, I wonder whether I could have viewed my own position as being flexible rather 
than weak. For as a psychologist am I not encouraged to be open-minded? I am currently 
working within a psychodynamic model with a client, which involves using an unstructured 
approach and taking nothing for granted (Lemma, 2003, p.176). Perhaps then my ability to 
suspend judgement may even be an unrecognised strength that I can put to good use as a 
therapist. This skill appears to be one that can be used within different therapeutic models. 
Although Cognitive Behavioural Therapy highlights the need to "adhere to a standard 
format" (Beck, 1995, p.25), in my work with clients in this model, I am also encouraged to 
be open-minded and flexible by modifying any hypothesis in order that it applies to a 
client's individual circumstance (Beck et al., 1975, p.79). Indeed flexibility also comes into 
play when working with two different therapeutic models and being able to switch 
between the two, which I am currently practising as a trainee on a split placement.
So how did we resolve our issues? (Norming)
At the beginning, it was recommended that as a group we should allocate a chair and a 
scribe, as outlined by Wood (2003). We decided to do this by "picking names out of a hat". 
It seemed however that once allocated, the role of chair got put aside throughout the 
process for the sake of extended debates. The chair herself suggested she had lost touch 
with her role. In discussing how we could move forward, we recognised the need for this 
role to be reinforced into the group in order to regain a sense of control and direction. The 
process of reflection here enabled us as a group to recognise how we all felt and move 
forward in a more productive manner. This reflection was aided by our facilitator who 
prompted us to take a meta-perspective on what was going on. At this point in the task it 
felt as if our group had progressed to a stage that Tuckman labels "norming" in which 
polarised issues are resolved and group harmony is established (Tuckman, 1965)
Initially I wondered whether allocating different roles would shift the balance of equality 
amongst it. On the contrary, this experience has highlighted how important these roles can 
be in ensuring that equality is maintained, and the usefulness of being able to take a meta­
perspective. I hope to remain mindful of this in future group work with colleagues and 
service users. By remembering how I felt initially about the power differential between
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roles, I shall also remain mindful as to how the process of role allocation may be perceived 
by group members.
Normalising our experience
Rumours suggested that other groups were "getting on fine". As our group had faced 
conflict, this comparison led me to wonder whether we had done something wrong. 
Researching Tuckman's model of group development enabled us to normalise and 
understand our experiences to date. We felt our journey so far resonated with the first 
three stages outlined by Tuckman (1965), and we decided to outline his ideas along with 
our own reflections in our final presentation of "The Relationship to Change".
This understanding highlighted to me how normalising an experience can lead to a feeling 
of acceptance. This has become apparent in my clinical work, whereby clients have 
reported appreciating having their concerns acknowledged and understood. I hope to 
remain mindful of how a difference may be perceived and stigmatised in society and how 
this may impact on an individual's thoughts and experiences. By being mindful of diversity I 
hope to ensure that any individual I meet with feels respected and understood.
Performing
Having chosen what to present and how to move forward, we collectively focused on the 
presentation and worked in a way which resembled Tuckman's final "performing" stage of 
group development, whereby group energy was channelled into the task (Tuckman, 1965). 
The presentation seemed to go well and as a group we congratulated each other on our 
success of completion. As feedback it was commented that our "process was honestly 
communicated for the benefit of others", and I felt proud to be part of the group.
The process of reflection
Keeping a reflective diary throughout the task helped me to identify my thoughts and 
feelings at the time, and review them at a later date with the benefit of hindsight. I 
understand that my recollections are from one perspective and I remain curious as to how 
else this story may have been told.
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Problem Based Learning Reflective Account II
Year 2 
March 2010
Introduction
A few months ago, as part of my training to become a clinical psychologist, I joined a group 
of fellow trainees in a learning exercise. Our task was to develop a presentation outlining 
how we would prepare a consultancy report to suggest how the effectiveness of 
"Increasing Access to Psychological Therapies" (IAPT) could be assessed.
In the following account I shall outline my experience of this exercise including reflections I 
had at the time as well as thoughts I have had more recently, with the benefit of hindsight. 
This was the first task within training in which I was given the opportunity to work with 
trainees from a different year group and I shall primarily focus on what I learnt from this 
particular aspect of the task.
The group
I can describe the members of the group I was allocated to in a number of ways. In total 
there were eight of us. Seven of us were female and one of us was male. We were all white 
but we did not discuss our background histories or ethnic origin and I was unaware of each 
member's personal cultural connection or religious belief system. We all appeared to be 
young adults, but we did not discuss our ages. Beyond what was physically apparent in how 
each of us could be described, I remain mindful that other issues of diversity may have 
existed between us, but these were not revealed or talked about amongst us, apart from 
one clear non -  physically definable attribute. Indeed one way in which we could and did 
distinguish ourselves was by the number of years we had been training to become clinical 
psychologists. Three of us were third year trainees and four of us were in our second year 
of training.
I think that the information about which year group we belonged to was an aspect of our 
identity that carried great weight. It seemed to be the one description of each other that 
was spelt out in the introduction of the task. The printed sheet of paper which was 
provided to indicate who was in each group appeared to highlight the difference between 
second and third year trainees, with second year names typed in italic font and third year 
names typed in bold. I remain curious as to the purpose of using different fonts to 
distinguish us and I wonder what relevance this distinction has for others.
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Pre-existing relationships
I wonder whether the relevance of being a second or a third year trainee indicated a 
potential difference in how well we knew each other before the task began. In discovering 
who else was in the same group as me, I felt I knew all the second year trainees in the 
group well and having shared experiences with them on the training course. As I believed 
that my existing relationship with each of the second years involved mutual trust and 
respect, I felt comfortable about the idea of working with them all. On the contrary, it 
would be the first time I would work directly with trainees from another year group, and 
whilst I hoped that this would be a positive experience, I was aware that I would need to 
work towards building a trusting relationship with each of the trainees I was yet to get to 
know. Indeed I wanted them to feel they could trust me in collaborating in a shared goal to 
carry out the task successfully. So whilst as a group we had never worked together before, I 
remain curious as to whether the pre-existing or non pre-existing relationships between us, 
may have affected our preconceived ideas about working together before our first meeting.
This experience reminds me that the existence of a trusting relationship is one that needs 
to be developed and cannot be assumed. As a trainee clinical psychologist, my first meeting 
with clients often involves carrying out an assessment by asking the client questions about 
themselves. In doing so, I hope to remain mindful that time and effort may be needed for a 
client to trust me and feel safe in my company. As Casement (1985) suggests, a therapist 
should wait for a client to relate to them and understand themselves in the client's own 
time, in order that the therapist is not seen to be an "impinging object" (p.175).
Level of expertise
I also wonder whether any perceived difference between the second and third year 
trainees may relate to an understanding that expertise is something that develops 
throughout years of training on the course. In contemplating what the difference means to 
me with regards to being a second year or a third year trainee, I can only reflect upon on 
my own journey through the course to date, and reflect on what the experience of moving 
from the first year to the second year has taught me. I am aware of how I have developed 
both personally and professionally after one full year of training and remain curious as to 
how further training will affect my development as a trainee clinical psychologist. I remain 
mindful that this will depend on my own ability to reflect and learn from experiences. It 
seems therefore that my appreciation of how I have changed within one year may
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contribute to my perception of the third year trainees being different, existing in a different 
stage of development, which I hope to reach in the future. I remain curious as to how other 
trainees perceive each other with regards to level of expertise and development.
By appreciating what a further year of training may have in store for me with regards to my 
development, and recognising that I am responsible for making use of my opportunities to 
learn, I am reminded of how valuable it can be for each of us to draw upon and learn from 
our own experiences of life. In my clinical work as a trainee clinical psychologist, I am 
currently working with older adults. It is recognised that many of these individuals are likely 
to have experience distressing situations in the past (Laidlaw et o/., 2009). In working with 
these people, who are currently experiencing psychological distress, I remain mindful that 
encouraging them to reflect on how they have dealt with previous adversities is considered 
an "invaluable" technique in helping them develop successful coping strategies for the 
present time (Laidlaw et al., 2009).
The task itself
As a group we decided our first job would be to research and gain a better understanding of 
IAPT. In talking this through it became apparent that our previous experiences and 
understanding of IAPT differed regardless of our years of training on the course. Having 
worked in a primary care trust, I felt I was able to contribute to the groups understanding of 
the subject matter by sharing what I had learnt from my previous work experience. 
Contributing to task in this way left me feeling valued and appreciated by the group 
members. Other group members were able to contribute in a number of ways. These 
included further research, questioning the status quo and utilising organisational skills. 
Different contributions and roles within the group appeared to be appreciated by all and 
we seemed to work well together in preparing and creating a presentation.
In noticing that those of us without any previous knowledge of IAPT were able to contribute 
just as much as those with past experiences, I am mindful that as clinical psychologists our 
curiosity in wanting to understanding what we do not know may be just as important in 
imparting knowledge on what we already know from our own experience. In my future 
work as a therapist and a supervisor, I would like to work in a position of "safe uncertainty" 
in which a position of "not knowing" can enable me and the client, or supervisee, to explore 
and learn together, whilst valuing my own expertise as a clinical psychologist (Mason, 
1993).
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From this task I also learnt that, regardless of what year of training we were in, we were all 
able to contribute in a way that was dependent on what we had each learnt from our work 
experience. By applying this to my clinical work I hope to remain mindful as to what it may 
mean for a person to exist within a categorised cohort related to age. In fact psychological 
services are often divided up with regards to the age of the person they are aiming to help. 
So whilst the experience of the particular time in which someone has lived may be an 
important aspect in how an individual has developed their own beliefs and understandings 
(Smyer & Qualls, 1999), I wonder whether it is just as important to remain curious as to 
how each individual has experienced their own time through life and to appreciate the 
diversities that exist within the same age group of people.
Having a shared goal
We were given seven weeks to work towards our presentation. As a group we arranged to 
meet up regularly, to bring together and discuss ideas and plans. Despite my initial 
uncertainty about how the group would work together, I felt we are used out time together 
effectively and productively.
I wonder whether this ability to work collaboratively was brought about by the recognition 
that we shared the same goal of succeeding with the task. Towards the beginning of the 
task, it seemed that we were all motivated to participate and contribute to the task in hand 
and recognised that we each wanted to succeed in creating a creditable presentation. In my 
work as a clinical psychologist, I hope to remain mindful of how important and valuable it 
can be to establish goals with those people I am working with. This may be particularly 
pertinent in therapy, in which it has been considered important to define goals 
collaboratively with a client when beginning to work together (Kuyken et al., 2009).
Reflections as a group
In our final meeting together, we reflected upon the experience of carrying out the task 
together, focussing separately on the content and process of the exercise. With regards to 
the content, one of the group members stated, "It was hard not to become too polarised as 
a result of my personal feelings about IAPT". As a group, we recognised that we had begun 
working with some biased views about how effective IAPT may be and we believed this was 
a limitation in our approach. This reflection appears to fit with my own previously 
mentioned reflection that being curious to new ideas may be just as important as imparting
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knowledge. With regards to the process of the exercise, another trainee said, "it has been 
good to work with another year group as it has given me a sense of development through 
the course". As this account has highlighted, I too felt I learnt from carrying out a task with 
another year group and contemplating the implications of existing within a different cohort.
Whilst I have been able to connect these two reflections from other group members with 
my own reflections of the exercise, I appreciate that each individual would have 
experienced the task differently and remain curious as to how they personally reflected on 
the work we carried out together.
Summary
I hope that in my future work as a clinical psychologist I shall remain mindful that to work 
effectively well with someone, whether it is a colleague or a client, trust along with having a 
shared goal may be crucial. I have also learnt how valuable it can be to reflect upon one's 
own experience in providing insight and creating strategies, and wonder whether the ability 
to do this is part of what can be considered being an "expert". I remain mindful that next 
year I shall be carrying out a similar task whilst taking the position of a third year trainee. I 
remain curious as to what this experience may bring.
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Summary of PPLDG Process Account I
Year 2 
September 2009
After a year of being a member of a personal and professional learning discussion group, I 
have considered what my contributions were to this group, what I have learnt from the 
group and the process, and how such experiences can be considered with regards to my 
developing work as clinical psychologist. These reflections are considered in relation to the 
tasks carried about the group, during which we learnt more about each other personally 
and shared experiences and views around our clinical work as trainees. By considering the 
differences and similarities of the group members, I am reminded of the importance of 
addressing and considering all areas of diversity when attempting to understand any 
interaction I may encounter in my personal and professional life. Considering the way in 
which we structured our time and carried out discussions enabled me to reflect upon how 
we have developed throughout our year together. I have learnt that the benefits of being 
part of group. This experience provided me with a space in which I have felt supported by 
my peers whilst being given the opportunity to broaden my understanding of the diverse 
range in which we may work. The group has aided my own development as a reflective 
practitioner. My reflections have enabled me to consider the possible experiences that may 
be encountered in any future work as a group member or facilitator and also consider how 
it may feel to be in the position of a client.
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Summary of PPLDG Process Account II
Year 2 
July 2010
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Having been a member of a personal and professional learning group for a second year, I 
have reflected on what further experiences this group has taught me both personally and 
professionally. A change in structure to the group enabled me to consider the usefulness of 
reflecting on the past when creating goals for the future. I have also considered how as a 
group we developed a sense of independence and took responsibility for running the 
group. This lead to reflections on the impact of empowering others and considerations 
about what qualities and abilities are required of a leader. Conversations within the group 
furthermore facilitated recognition of my own position in developing leadership skills. 
Further lessons from the group included gaining a heightened awareness of diversity issues 
and this has been reflected in my clinical work with clients. I have considered how I have 
added to the diversity of positions held within the group by contributing my own 
understandings and perspectives in conversations. Reflecting on the contributions made by 
myself and others also highlighted the potential need for me to remain mindful of the 
similarities that exist between any two individuals, particularly when attempting to 
understand an individual and build a therapeutic relationship. I have offered examples of 
how each of these lessons has been applied to my work as a trainee clinical psychologist 
and I hope to continue building on these skills and reflections in all my work experiences in 
the future.
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CLINICAL DOSSIER
An Overview of Clinical Experience
Adult Mental Health Placement: This placement was split between a Psychotherapy 
Department, a Primary Care Mental Health Service based at a GP surgery, and a 
neuropsychology neuropsychological rehabilitation centre.
Clinical work with individuals: At the psychotherapy department I carried out individual 
psychodynamic psychotherapy with two patients. This involved one long term piece of 
work (10 months), with a female who was stuck internally with a traumatic childhood event 
and presented with features of BPD. I also carried out short term therapy (6 months) with a 
female in her twenties presenting with depression. In the Primary Care setting, I worked 
with males and females aged from 20 to 64 years old, experiencing social anxiety, 
depression, panic disorder, post-traumatic stress disorder and specific phobias, using 
Cognitive Behavioural Therapy. I also carried out two neuropsychological assessments on 
two inpatients at a neuropsychological rehabilitation centre. One patient had suffered from 
a stroke and the other had experienced a head injury. Risk assessment was an on-going 
process with all individuals and I gained experience of using standardised outcome 
measures in therapy.
Teaching and Presentations: I presented the general work of clinical psychologists to a 
multi-disciplinary team on an acute mental health inpatient ward. I also presented the 
findings of my service related research project to the multi-disciplinary team at the 
psychotherapy department.
Service Evaluation: I conducted an evaluation of the referral process by exploring how GPs 
viewed psychodynamic psychotherapy and referring individuals to the psychotherapy 
service. This involved interviewing eight local GPs.
Older Adults Placement: This placement was based in an older adults psychology service, 
providing input to community and inpatient services for people with both organic and 
mental health difficulties.
Clinical work with individuals: My therapeutic work drew on cognitive behavioural and 
systemic models, working with both males and females in a range of settings, including an 
in-patient ward, individuals' homes and the community. Work also involved systemic and 
narrative therapy. I carried out three extended neuropsychological assessments.
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Group work: I developed and co-facilitated a group for people who were bereaved using a 
variety of bereavement models and cognitive behavioural therapy.
Teaching and Presentations: I delivered a presentation on the range of psychological 
models and approaches to a multi-disciplinary team. I also presented a talk entitled 
"Emotions and Dementia" to individuals diagnosed with dementia and their carers, at the 
Alzheimer's Café run by the Alzheimer's Society,
Learning Disabilities Placement: I worked for a Community Team for People with Learning 
Disabilities.
Clinical work with individuals: I worked with clients aged from 18 to 61 years, with a 
range of emotional and behavioural difficulties, in a range of settings including independent 
living, supported living and residential care homes. I used standardised measures that had 
been adapted for people with learning disabilities. I carried out a number of cognitive 
assessments, including dementia assessments with individuals who had Down's Syndrome. 
I also carried out a number of behaviour observations and completed functional analyses 
for clients described as behaving in a challenging way. Formulations were shared with care 
staff for all to understand the potential function of each client's behaviour. I was also 
involved in and provided a report for a safe guarding meeting led by social services.
Teaching and Presentations: I co-facilitated training for staff members working at a 
residential care home on working with people with mental health issues who display 
challenging behaviour. I also presented a piece of clinical work to the multidisciplinary 
team.
Service Evaluation: I co-evaluated the training that my supervisor and I provided for a 
residential care home, collecting and analysing feedback on whether staff members' 
understandings and feelings around working with people with challenging behaviour 
changed after training.
Child. Adolescent and Family Placement: On this placement I worked for a Community 
Team for Children and Adolescents Service, working alongside a Behavioural Learning 
Support Service, based at a Pupil Referral Unit.
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Clinical work with individuals: Clinical work involved working with individuals aged five to 
seventeen. I carried out cognitive behavioural therapy with a ten year old boy presenting 
with emotional difficulties. I also carried out a number of cognitive assessments. Reports 
and findings were discussed with family members and all key professionals involved in the 
child's education. One of these reports led to on boy being provided with a statement. I 
also carried out a joint piece of clinical work with a systemic family therapist, working with 
a family querying whether their son had a learning disability.
Group work: I co-facilitated a psychoeducational group on mental health run for 
adolescents at a Youth Offending Team. I also developed and co-facilitated a group for 
children presenting with anxiety, called "The Feelings Club", using cognitive behavioural 
therapy techniques, modified to work with children.
Teaching and Presentations: I delivered teaching to the teachers at the pupil referral unit 
on the use and practise of mindfulness. I presented a case at the psychology team meeting.
Service Evaluation: I evaluated the range of referrals being received by the service.
Advanced Competencies Placement: This placement was based at a family service for 
patients and their families at a Specialist Cancer Centre treating inpatients and outpatients.
Clinical work with individuals: Individual systemic therapy was carried out with a number 
of patients diagnosed with cancer. I also worked individually with children, aged between 
seven and nineteen, of parents diagnosed with cancer.
Clinical work with families: I independently worked therapeutically with families with 
young children whereby the parent had been diagnosed with cancer. This work involved 
facilitating communication about the nature of cancer and providing an opportunity for 
family members to share and understand different thoughts, feelings and perspectives.
Teaching and Presentations: I ran a teaching session entitled "Children's understanding of 
illness and possible reactions to a parent's illness: A developmental framework" to multi­
disciplinary staff members at the specialist cancer centre.
Service Evaluation: I routinely provided and received questionnaire feedback as part of a 
developing evaluation of this newly established psychological service.
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Clinical Case Report Summaries
Summary of Adult Mental Health Case Report I
Cognitive Behavioural Therapy with a young woman presenting with experiences o f social
anxiety.
Year 1 
April 2009
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Sophie, a white British woman in her late twenties, was referred to a psychology team 
carrying out CBT in primary care. Sophie presented with issues of "anxiety, lack of 
confidence and insomnia". Assessment involved an hour-long discussion and completion of 
the GHQ (score 3), BAI (score 22), BDI-II (score 15), ATQ, SAQ and SCQ. This led to an 
understanding that Sophie's concerns centred around social anxiety. Formulation was aided 
by Clark and Wells' cognitive model of Social Phobia and considered Sophie's experiences of 
her parents divorcing, being bullied and a recent job change. Intervention to date has 
involved testing her assumptions of being negatively judged by others, by facing her feared 
situation, externalising her self-focus and reviewing feedback from others. Sophie also re­
evaluated her distorted self-image of being "bright red" and "jumbling her words" by 
looking in a mirror when anxious and listening to tape recordings of her experiments. After 
session 4, completion of the BAI (score 14) and BDI-II (score 5) indicated Sophie's level of 
anxiety and low mood have lowered since assessment. The structured therapy plan is 
considered a strength of this work, whilst not establishing learning points appears to be a 
limitation. Further intervention will involve addressing Sophie's beliefs such as "they will 
reject me" as identified on completion of the SCQ. Evaluation of our work will involve 
further completion of the BAI, BDI-II, ATQ, SCQ and the GHQ. Supervision and self- refection 
enabled me to consider the impact of my own position in this work.
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Summary of Adult Mental Health Case Report II
Psychodynamic psychotherapy with a woman with a history o f trauma.
Year 1
September 2009
Miss Rider, a woman in her late forties with a mixed ethnic background was referred to a 
psychotherapy department for psychodynamic psychotherapy. She was suffering from 
chronic low mood and symptoms of anxiety. Miss Rider had a traumatic and disruptive 
childhood. When aged five her father killed her mother in her presence. It was formulated 
that Miss Rider held internalised object representations of being either the victim or the 
perpetrator and subsequently saw others as either "all good" or "all bad". Miss Rider was 
offered forty hours of therapy during which she was provided a therapeutic space to freely 
associate. By working in the transference it was understood how Miss Rider's unconscious 
conflict of avoiding to recognising her more destructive side resulted in her projecting it 
into a partner. Understandings were offered to Miss Rider through making interpretations 
of how she has formed patterns in her relationships with others. The risk Miss Rider posed 
to herself or others was monitored throughout therapy. Miss Rider engaged well with the 
therapeutic process and used the space to reflect upon her past and current relationships. 
More time may have been needed to address the feared part of her that kept from therapy. 
A comparison of a competed CORE-OM form pre and post therapy will be used to evaluate 
the effectiveness of therapy in reducing Miss Rider's psychological distress. The provision of 
supervision and personal therapy enabled me to reflect upon my own position within our 
therapeutic relationship and consider issues of diversity.
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Summary of Older Adult Case Report
A neuropsychological assessment o f a woman her sixties presenting with psychological 
distress and concerns about her memory.
Year 2 
April 2010
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Mary, a white British woman in her late sixties was referred for a neuropsychological 
assessment. Mary was distressed by the idea that she had killed two people in her past and 
six months later was still not responding to psychiatric treatment. Mary and her husband 
also had concerns about her memory, which they thought had deteriorated since Mary had 
finished a course of ECT. Mary had a diagnosis of bipolar affective disorder. After meeting 
with Mary and her husband to obtain further information, a number of hypotheses were 
considered, suggesting that her neuropsychological profile would be consistent with a 
number of different diagnoses, including bipolar affective disorder, frontotemporal 
dementia, Lewy body dementia, Parkinson's disease with dementia, or would be similar to 
those who undergo ECT. Neuropsychological tests were carried out to assess Mary' general 
intelligence, abilities in language and memory, executive functioning, visuospatial 
functioning and mood. Behavioural observations were made throughout. Mary appeared to 
have cognitive deficits in all the areas tested and in particular seemed to have difficulty 
completing tasks requiring executive function. It seemed that M a r/ overall performance 
was similar to those found amongst people who experience damage to the frontotemporal 
regions of the brain and yet due to the extent of Mary' executive functioning difficulties 
and apparent low mood, it was difficult to suggest she was experiencing any possible 
differential diagnosis. Recommendations were made with regards to Mary' care and the 
possibility for further assessment. Limitations with this piece of work were considered.
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Summary of Learning Disabilities Case Report -  Oral Presentation
Clinical work involving the identification o f safeguarding issues and working systemically to 
help support a man diagnosed with a learning disability.
Year 3 
October 2010
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John was a white British man in his mid-forties. He was established as having a learning 
disability as a child but his level of functioning was not reported. He was referred to a 
community team for people with learning disabilities by his care manager at social services, 
who queried whether psychology and/or nursing could help develop a strategy to deal with 
the increased risk surrounding John and his mother. The referral stated that John had been 
witnessed hitting his mother.
I carried out an initial screening assessment which involved discussing John's situation with 
seven professionals involved in John's care, John's two aunts and John himself. Background 
information was gathered and it was reported that ever since John was born he had been 
"his mother's life". John's father died when he was in his teens and after being physically 
abused by his elder brother, his only sibling, John and his mother moved into sheltered 
accommodation, where they continued to live together. It was reported that John's mother 
resisted social contact and "did everything" for John. John's mother had been diagnosed 
with dementia a year before John's referral to psychology was made and more care 
professionals had begun to get involved in caring for John and his mother, including home 
care staff.
This assessment highlighted a number of safeguarding issues that needed to be addressed. 
These included concerns about the risk of physical abuse to John's mother from John, 
concerns about how John's medication for his diabetes was being administered. 
Hypotheses were made that John's mother's behaviour towards him, for example her 
insistence in helping him with toileting, were related to her diagnosis of dementia. These 
issues were raised at a professionals meeting, held by social services and subsequently a 
safe guarding meeting was arranged, during which the assessment report was used as a 
point of reference.
My initial screening assessment was discussed amongst members of the multi-disciplinary 
CTPLD. Agreement was made that a cognitive assessment would be useful in establishing 
John's current level of functioning. Further work involved liaising with a speech and 
language therapist and engaging directly with John, using pictures to help build rapport and 
establish his receptive and expressive language abilities. Indirect work involved providing 
John's support worker, with whom he had a good relationship, a leaflet about dementia. 
This was provided in order for him to explain to John the nature of his mother's condition 
so that John had the opportunity to understand her changing behaviour and mood.
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Further work was intended, including carrying out a formal cognitive assessment (Wechsler 
Adult Intelligent Scale). Evaluation of the work would have considered feedback from John, 
observation of John's behaviour and feedback from care staff supporting him. This was not 
carried out, however, due to John's unexpected death, caused by a physical health related 
issue.
Supervision was used to reflect upon the ethical issues raised in this work, John's death and 
my role amongst the professionals involved in his care.
78
Summary of Advanced Competencies Case Report I
Individual therapy using systemic principles with a young woman struggling with feelings of 
anger after her mother was diagnosed with breast cancer
Year 3 
May 2011
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Katy was a white British female in her late teens who was referred to a psychological 
support service for the families of adults diagnosed with cancer. Her mother was diagnosed 
with cancer and referred Katy as she was concerned her daughter was struggling with low 
mood and feelings of anger. Katy attended one assessment session with my supervisor, a 
Clinical Psychologist, and two assessment interviews with myself. Katy also completed the 
Clinical Outcome in Routine Evaluation (CORE) as part of her assessment. It was understood 
that Katy's anger began when her mother was diagnosed with breast cancer, just at the 
time when Katy was due to leave home to go to university. Katy connected feeling angry 
with not feeling understood. She also talked about not wanting to burden her mother with 
her feelings. An initial formulation combined both developmental and systemic theoretical 
models to outline a number of hypotheses about Katy's low mood and anger. 
Development, transitions, maintaining patterns and feedback loops, beliefs, emotions, 
attachments and contextual factors were all considered. Intervention involved six sessions, 
during which Katy drew her genogram and began thinking about how family members dealt 
with anger. Katy's mother attended one session with Katy, during which they listened to 
each other's concerns and the problem of worrying was reframed. Katy reported notable 
changes at the end of therapy. This was reflected by a reduction in Katy's scores on the 
CORE and qualitative feedback. A critical evaluation of the work and reflections are also 
noted.
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RESEARCH DOSSIER
SERVICE RELATED RESEARCH PROJECT
An exploration o f what general practitioners think and understand about referring 
individuals with mental health issues to a psychotherapy service.
Year 1 
July 2009
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ABSTRACT
Rationale
This study was designed to evaluate whether improved communication between a 
secondary care service and potential refer re rs is needed at a time in which a change in care 
pathways has been introduced by the government.
Aims
To gain an understanding of what GPs think about the referral process to the 
psychotherapy department and what they believe the psychotherapy service has to offer 
them and their patients. This study also aims to consider any recommendations and further 
ways of promoting the psychotherapy service or improving communication with potential 
refer re rs.
Method
The study is a service evaluation done by qualitative analysis of eight individual interviews 
with GPs working in eight different practices within two boroughs within a single NHS Trust.
Analysis
Interview transcripts were analysed using thematic analysis. The findings suggested that 
GPs were divided in their level of understanding of the Psychotherapy Department, what it 
offers patients, and the referral process to it. The GPs address ways in which they would 
like to be more informed.
Discussion
It is recommended that the psychotherapy department improves communication with 
potential referrers and provides more information about the service it offers. The study 
also implies that strengthened communication should also apply to other mental health 
professionals and service-users, as key individuals in the decision process around referral to 
secondary care. Recommendations for further investigation are noted.
83
ACKNOWLEDGEMENTS
Thank you to Dr Laura Simonds for her supervision and guidance with this project. Thank 
you also to the professionals at the Psychotherapy Department, in particular Dr Katya 
Golynkina and Dr Sarah Robertson for guiding me thorough this evaluation process. I'd also 
like to thank the eight GPs for sparing the time to talk with me and sharing their views and 
thoughts.
84
INTRODUCTION
Background and Rationale
The Division of Clinical Psychology (1998) outlines 'communication with referrers and other 
professionals' as a key area of audit in ensuring clinical psychology services meet national 
standards. Ward et al. (2008) carried out a study investigating how secondary care 
providers of psychological therapies were perceived by GPs in a London borough. They 
discovered that whilst 83% of the respondent GPs referred patients to secondary care 
services, there were consistent complaints due to difficulties in knowing whom to refer to 
and waiting times for assessment and treatment. They also identified that 71% of GPs 
involved in their research expressed a desire to be given further training to help work with 
individuals with psychological problems.
As a secondary care provider, the psychodynamic psychotherapy department that is the 
focus of this evaluation receives referrals from GPs as well as other mental health 
professionals. The manager and therapists working at this psychotherapy department are 
interested in establishing an understanding of how local GPs view referring individuals to 
this service, in order to explore whether improved communication with potential referrers 
is needed. This project follows the recommendation of Ward et al. (2008) to recognise the 
views of GPs as a way of improving the relationship between primary and secondary care 
services, and subsequently also identify whether further steps need to be considered to 
assist GPs with the management and care of individuals with mental health issues.
The views of GPs are seen to be particularly important to acknowledge at present, due to a 
recent change in care pathways. With the introduction of Increasing Access to Psychological 
Therapies (IAPT) in April 2009, the psychotherapy department expect that this alternative 
referral process may deter GPs from referring patients directly to the service. As the service 
provides psychodynamic psychotherapy for individuals, the department is also interested in 
establishing what GPs make of this therapeutic model and what it has to offer patients, as 
indeed this may also affect the way in which they refer.
Aims
1. To gain an understanding of what GPs think about the referral process to the 
Psychotherapy Department, and identify what they believe the psychotherapy 
service has to offer.
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2. To investigate whether the psychotherapy department needs to consider further 
ways of promoting their service or improve communication with potential 
referrers.
3. To consider any suggestions or ideas made by GPs with regards to how the service 
can assist them in their work with individuals who have mental health issues.
METHOD
Sampling Procedure
GPs were selected to be interviewed based on their referral rate during 2008. This 
purposive sampling method was used to capture the views of GPs who had referred to the 
department, and those who had not. Information regarding referral rate was established by 
consulting an electronic database that lists details of all referrals made to the department.
Sample
The researcher attempted to contact 31 GPs. Nine GPs were contacted directly, indicating 
that 29% of phone calls made resulted in a conversation with a GP. Ten GPs were left 
messages to call the researcher back but did not respond. Six GPs were too busy to talk and 
a further six were unable to be contacted due to continuously busy phone lines. One 
requested questions to be emailed, which was subsequently administered, with no 
response.
Of the nine GPs contacted, eight (88%) volunteered to participate. These included five GPs 
who had previously referred to the Psychotherapy Department and three GPs who had not. 
Of the five who had referred in 2008, one had referred five times, one had referred three 
times, one had referred twice and two had referred once. Of the total eight, six worked for 
one primary care trust and two worked for another primary care trust.
Procedure
Each GP was provided with a brief overview of the aims of the study and given an 
explanation as to what their participation would entail. Participation was voluntary and GPs 
were given time to consider consenting to take part in the study. Transcripts were 
produced from tape-recorded structured interviews. One interview was carried out face to
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face and seven were administered over the telephone. The length of the interviews ranged 
from five to fourteen minutes.
Ethical Considerations
Since this was a service evaluation, ethical approval was not required. Data, which included 
information about referrals, was password protected and any personal information 
provided in the interviews was anonymised and kept confidentially. Each GP was informed 
of these considerations.
The Interview Agenda
The interview consisted of eleven questions (see Appendix 1). These were based on five 
main areas: who the GPs refer to, what information they have and receive from the 
psychotherapy department, their views on psychodynamic psychotherapy, how satisfied 
they are with their ability to refer appropriately, and their views on IAPT. Whilst at times 
some further prompts were used to enable responses to be expanded, the interviews 
remained structured in their format in order to explore all areas of enquiry.
ANALYSIS
Analytic Approach
This study adopted a qualitative methodology, as commonly used when a researcher is 
interested in understanding other peoples' experiences and views (Willig, 2008). Thematic 
analysis was used to identify, analyse and report patterns within the data. Thematic 
analysis has been described as a way of outlining the meanings of qualitative data in a way 
which is easily accessible to a broad audience, enabling the researcher to communicate his 
or her findings more easily (Boyatzis, 1998). As this study formed part of a service 
evaluation, this benefit appeared suitably applicable. Thematic analysis seemed 
appropriate in investigating the views of GPs as it can also generate unanticipated insights 
(Braun and Clark, 2006).
Whilst the specific aims of the study may have driven the researcher to use a more 
"theoretical" form of analysis, an inductive approach was adopted, with a view that "data-
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driven" analysis could shed light on how GP's views could be considered by the 
Psychotherapy Department.
Process
Analysis was carried out following the step-by -step guide outlined by Braun and Clark 
(2006). This process began with each interview being transcribed, with transcripts being 
checked against the recording to ensure accuracy. The transcribed data was then read 
repeatedly, with initial ideas noted. Initial codes were then coded across the entire data 
set. All codes were then collated into potential themes, with all relevant data to each 
theme identified. A developed thematic map was then generated. Themes were checked 
against the original notes on the data set. This map was used to refine, define and name 
the specifics of each theme, outlined in a final thematic map (see Appendix 2). The process 
of completing this report acts as final stage of the analysis (Braun and Clark, 2006).
FINDINGS
It appeared that GPs varied in their level of understanding of the Psychotherapy 
Department, what it offers patients, and the referral process to it. GPs also addressed ways 
in which they would like to be more informed. Four themes were identified. For the process 
of analysis to remain 'true' to the original data, each theme was supported by identifying 
specific examples from transcripts, as suggested by Willig (2008). These themes and data 
extracts are outlined below.
'Lack of understanding in deciding where to refer patients'
With regards to making referral decisions, GPs appeared to be divided in how confident and 
informed they felt to do this. They also seemed to differ with regards to how they viewed 
their own position in the decision process.
Some GPs such as Dr C, identified that confidence "comes with experience", whilst others 
such as Dr B suggested that GPs "get so agitated what to do, where to go, where to refer". 
Dr F indicated, "It can be very difficult to work out whether they need psychodynamic or 
cognitive-behavioural therapy".
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The lack of understanding amongst some GPs was highlighted by the finding that many 
appeared to seek advice from other mental health professionals when deciding where to 
refer patients for psychological support, such as Dr H who stated "Our primary care counsel 
triage...often she would advise that it might be more appropriate fo r psychotherapy" and Dr 
B who said "I don't know anything. I... always get help from the psychiatrist".
Some GPs seemed to believe that it was not their role to make this decision, such as Dr B 
who implied "It was the psychiatrist's decision which direction they should send the patient. 
It wasn't a GP decision" and Dr G who stated, "We refer patients to the counsellor and 
psychologist and it's entirely up to them to decide which therapy they want".
It seemed that many GPs referred to other psychological services, as a routine procedure, 
such as Dr A who stated "Generally our referral is to the CMHT. That's sort o f the routine" 
and Dr H who implied that "Mostly it's done through our primary care". The introduction of 
IAPT appears to have been adopted by some GPs as a routine method of referral, as 
suggested by Dr B when she stated that "Right now the Primary Care have started their 
service. I'm referring to, after doing PHQ9, Tm referring all the patients to them". For some 
GPs such as Dr D, it seems that referring through IAPT is what is considered as expected: "I 
thought we had to go through the initial you know the opt in...! thought it  was then that it 
was decided... what service was most appropriate fo r them".
Other GPs such as Dr C suggested that "It depends on the patient's preference where they 
want to go I suppose" indicating that patient choice also results in a GP's diminished role in 
the decision process.
'Limited knowledge about psvchodvnamic psychotherapy'
The GPs appeared to have little awareness of the existence of both psychodynamic 
psychotherapy and the service offering patients this model of therapy. For example, Dr D 
stated, "Tm afraid I don't really, urn, understand the term psychodynamics", and when 
asked what information she had on the psychotherapy department, Dr E replied, "I don't 
think we have any".
Limited knowledge seemed to have spread to some confusion amongst GPs. Some GPs 
seemed confused about the nature of what the Psychotherapy Department incorporated. 
For example Dr G questioned "Psychotherapy, so you mean like cognitive behavioural 
therapy type?" Other GPs were aware that the department existed but seemed to believe
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that they did not have direct referral access. For instance Dr H stated, "GPs are not allowed 
to refer directly to Springfield fo r psychotherapy, I don't think, unless I'm missing that, 
because you're too overloaded".
Views on psvchodvnamic psychotherapy'
It seemed that GPs considered the pros and cons of psychodynamic psychotherapy, with 
regards to how it may or may not benefit patients.
Some GPs recognised the benefits of psychodynamic psychotherapy for specific patients. Dr 
E suggested it could be useful "for those people with long standing difficult histories or 
personality issues mainly". A few GPs highlighted that a long waiting list was off putting 
when considering referring patients as Dr F explained Tm  not entirely sure o f whether they 
can cope with the wait".
'GP needs'
Whilst some GPs who had previously referred to the Psychotherapy Department appeared 
to be satisfied with the feedback they received following a referral, ("The information that 
you get once they're seen is excellent" [Dr F]) other GPs expressed what might be 
considered further needs. For example, two GPs indicated that they would like more 
information from the department:
"I think that maybe if  there's a bit o f feedback about maybe waiting times, that's the most 
common thing patients want to know" [Dr D]
"Certainly an up to date sort o f plan. Letting us know...a little bit more information about 
what you're working on, so that when they come to see us...it can be extremely helpful" [Dr 
F]
Some GPs implied that they felt they would benefit from further training in psychology as 
Dr A explained "Everyone needs to keep their skills up to date so...it is always worth getting 
more training". Others however implied that they would find it difficult to train as Dr D 
suggested, "I don't think we have time as GPs". Many GPs did however respond positively 
to the concept of setting up a consultation service, as Dr C agreed, "Yes, that would be 
helpful".
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DISCUSSION
It seemed that the GPs interviewed had a varied level of understanding with regards to the 
referral process to psychotherapy. Many GPs appeared to refer a patient for psychological 
intervention either by routine, perceived expectation or through the advice of other mental 
health professionals. It seemed that the level of confidence in referring patients also varied 
between GPs. Whilst some indicated feeling confident, others suggested feeling unsure 
about making decisions on where to refer. This may relate to their lack of knowledge 
around the subject matter. Some GPs expressed having minimal insight or information 
about psychodynamic psychotherapy or the Psychotherapy Department.
The level of understanding around the subject, expressed by each GP, was not clearly 
defined by whether they had referred to the department before or not. For example, Dr B 
had referred to the department before and yet explained she "always get(s) help from the 
psychiatrist" suggesting that the rate of referral does not necessarily reflect the GP's own 
understanding of psychodynamic psychotherapy and the service provided by the 
psychotherapy department.
On the whole GPs seemed to feel that they would benefit from further training, more 
information and a proposed consultation service. They highlighted that more extensive 
feedback from the department and a reduction in waiting time could improve the service 
the Psychotherapy Department offers. Generally for those who were aware of the service, 
psychodynamic psychotherapy was considered an option for specific patients with long­
term psychological issues. However, long waiting times, along with advice and expectations 
to refer patients elsewhere appears to prevent GPs from referring patients for 
psychodynamic psychotherapy.
GPs appeared to have mixed views on yet no theme was identified with regards to 
how GPs see this government initiative in itself affecting the way they refer patients. It is 
hypothesised however that the impact of this new initiative may have an indirect effect on 
the referral process if it is proposed as the expected, advised or most well recognised 
connection to psychological services.
The findings of this study appear similar those of Ward et al. (2008) in that GPs appeared to 
have some difficulty with deciding where to refer patients, whilst expressing some interest 
in further training in psychotherapy.
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Recommendations
This study highlights the need for potential referrers to be given more information about 
psychodynamic psychotherapy, the Psychotherapy Department, the service it has to offer 
and the referral procedure. It is also recommended that referrers should be given more 
extensive feedback with regards to waiting times. As waiting time itself appeared to 
prevent GPs from referring patients to the department, further work is recommended to 
consider how this time can be reduced in order that patients are offered psychotherapy.
Limitations
It remains uncertain as to whether the interviewing technique of speaking over the phone 
affected the responses and contribution of each interviewee, and the rapport between 
interviewer and interviewee. Non-verbal communication was lost in the analysis, often 
considered a key aspect of investigating qualitative research (Willig, 2008). Arguably 
however conducting face-to-face interviews may have been less pragmatic for both 
researcher and GP, and may have led to a smaller response rate when considering the busy 
nature of a GP's job.
The researcher involved disclosed to the GPs that she worked for the psychotherapy 
department. Whilst the researcher attempted to ensure her own position was one of 
neutrality, her apparent role in the department may have affected the GPs willingness to 
reveal their thoughts candidly. It may therefore be suggested that further work should 
consider using an independent third party to gather views.
Further work involving face to face semi-structured interviews with other potential refers 
may provide a clearer picture as to whether further clarification and education around 
what the psychotherapy department offers needs to be administered, and to whom.
Further Considerations
Whilst the response rate of those contacted appeared high (88%), the difficulty in having 
direct communication with GPs was highlighted by the poor success rate in attempts to 
speak with the GPs directly (29%). As the aim of this study was to investigate the 
communication between the two services, the researcher's experience may further indicate 
the need for improved communication between the two services. Improved
92
communication may need to consider the busy time schedule of GPs and may for example 
consider the use of written or computerised contact.
This study also highlights the importance of management of care and the perceived impact 
that issues such as waiting time can have on a patient and the service they receive. Further 
work should consider what service users and their carers themselves consider as important 
factors in the process of how and where they are referred. Similarly, as GPs suggested that 
others often advise them as to where they should refer their patients, it may be of value to 
gain a clearer understanding of the views and understandings of these advisors with 
regards to referring someone to the Psychotherapy Department.
This study highlights the need for good communication between services. Clinical 
Psychologists are encouraged to remain up to date with research in order to provide clients 
with optimal evidence-based care. It is perhaps a shared responsibility to ensure other 
mental health professionals obtain such up to date information, so that patients can be 
offered the extensive choice of therapies available to them and those most suited to their 
needs.
Service Feedback
Considering the "best psychological research should inform...professional practice [and] the 
delivery of public services" (Bruce, 2002), the findings of this study will be fed back to the 
Psychotherapy Department as the first step in considering how to take the issue of referral 
and communication forward. It has been agreed between the researcher and the Head of 
Department that this will be done through the process of a presentation at the 
departmental business meeting on July 14th 2009.
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APPENDICES
Appendix 1: Interview Schedule
Questions to GPs
1. Do you currently refer patients to the Psychotherapy Department in ****?
(If yes) Approximately how frequently do you refer patients?
(If no) Why is this?
2. Are there other mental health professionals, such as those working within primary 
care, whom you can refer to? What profession are they?
3. What information do you have on making a referral to the psychotherapy 
department?
4. How satisfied are you with the information you receive from the department 
following a referral?
5. Who do you think psychotherapy can be beneficial for?
6. How do you decide who to refer for psychodynamic psychotherapy and who to 
refer for cognitive-behavioural or family therapy?
7. Do you feel sufficiently confident or informed at this level of decision-making?
8. Would you be interested in any further training in addressing work with individuals 
with psychological problems?
9. If a consultation service were set up whereby you could discuss potential referrals, 
would you be interested in this?
10. Is there anything you can think of which the psychotherapy department can do to 
assist you with the management and support of individuals with mental health 
issues?
11. As you may already know, the government has funded Increasing Access to 
Psychological Therapies. Do you feel this will affect you and the way that you refer?
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Appendix 2 : Final thematic map
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ABSTRACT
Mentalization ability and cognitive function were compared between individuals with 
anorexia nervosa (AN) and those with bulimia nervosa (BN). The relationship between body 
mass index (BMI) and these mental abilities was also explored. Individuals were recruited 
through an NHS Eating Disorder Service and a national charity offering support and 
information to people with eating disorders. In total, 110 female participants, 52 with AN 
and 58 with BN, completed self report measures of eating disorder pathology, 
mentalization and cognitive ability, along with questionnaires assessing potential 
confounding variables including demographics, borderline personality disorder, 
psychological distress, impression management and length of personal therapy received.
BMI did not significantly relate to mentalization. Individuals with BN reported having a 
significantly lower ability to mentalize compared to those with AN, suggesting that some 
aspect of eating disorder psychopathology, which is primarily associated with BN, may be 
associated with poor mentalization, regardless of the presence of borderline personality 
disorder.
Whilst no significant difference in overall cognitive impairment was found between the 
eating disorder groups, low BMI significantly correlated to aspects of cognitive impairment 
in both groups. This suggests that low BMI should not be ignored as a key risk factor in 
some aspects of mental processing.
Recommendations are made to explore how other aspects of eating disorder 
psychopathology, such as the feature of impulsivity, the severity of the disorder and other 
physical changes, may affect a person's ability to understand their internal mental state.
102
ACKNOWLEDGEMENTS
I would like to thank my supervisors. Dr Fiona Warren, Dr Alesia Moulton-Perkins, Dr Susan 
Howard and Prof. Peter Fonagy for all their invaluable support with this research. I simply 
could not have done it without their wisdom, guidance and inspiration. I would also like to 
thank all the clinicians and administration staff at the Eating Disorder Service who kindly 
assisted me with the recruitment process, in particular to Dr Paul Robinson and Dr Eric 
Johnson-Sabine for facilitating this opportunity. Thanks also to Nicole Albutt, whose 
assistance with recruitment at the charity was very much appreciated. My gratitude goes to 
Angie Cucchi for helping me with the data collection and to Andrew Barnes for his expertise 
and help with creating the electronic survey for this project. This research would not have 
been possible without the generous contribution of the participants involved and I am truly 
grateful to each and every person who volunteered to take part in this study.
103
INTRODUCTION
OVERVIEW
Having an eating disorder (ED) is a serious condition which requires our clinical and 
research attention. The prognosis associated with having an ED is poor but also varies 
between the different diagnoses. Research suggests that people with Anorexia Nervosa 
(AN) tend not to respond as well to psychological therapy and are more likely to experience 
a premature death compared to those with Bulimia Nervosa (BN). Despite a difference in 
presentation and outcome, there are conflicting views as to whether EDs are similar with 
regards to how eating disordered behaviour relates to thinking processes. Causes of EDs 
have been considered as either intrapersonal, such as personality type or cognitive 
impairment, or interpersonal such as the influence of society and family. Other research 
suggests that perhaps it is the combination of both these factors which causes a person to 
develop an ED. In particular, the ability to mentalize, which is facilitated by the 
development of a secure attachment style, might be an important aspect of ED 
psychopathology. Impairment in the ability to mentalize may be a risk factor in developing 
an ED and may explain the cognitive and emotional processes which underpin the nature of 
these disorders. What remains unclear and un-researched is whether the ability to 
mentalize significantly differs between the different ED diagnoses. This study aims to see 
whether the ability to mentalize differs between individuals with AN compared to those 
with BN. In addition it aims to consider whether having a low body mass index may 
significantly relate to impairment of a person's ability to think and mentalize.
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WHAT IS AN EATING DISORDER?
An eating disorder (ED) has been defined as "a persistent disturbance of eating or eating 
related behaviour that results in the altered consumption or absorption of food that 
significantly impairs physical health or psychosocial functioning, which is not secondary to 
any general medical disorder, or any other psychiatric disorder" (Fairburn & Walsh, 1995, 
p.135). This definition is still used in more recent descriptions of EDs (e.g. Sysko & Walsh, 
2011). The Diagnostic and Statistical Manual of Mental Disorders, 4th Edition, Text Revision 
(DSM-IV-TR; American Psychiatric Association; APA; 2000) outlines three categories of EDs; 
anorexia nervosa (AN; see table 1), bulimia nervosa (BN; see table 2) and eating disorders 
not otherwise specified (EDNOS), each with specific diagnostic criteria.
Prevalence and risk
Whilst an ED can develop at any point throughout an individual's life, eating disordered 
behaviour often first presents between the ages of sixteen and twenty-five (Scholtz et al., 
2010), with one report suggesting that over 80 per cent of those diagnosed with AN are 
under the age of twenty at the age of onset (Shepphird, 2009).
Population studies suggest that the prevalence of AN is 0.9 per cent for women and 0.3 per 
cent for men, whilst the prevalence of BN is 1.5 per cent for women and 0.5 per cent for 
men (Hudson et al., 2007). Whilst the prevalence of EDs within the population may appear 
low, the medical consequences are high. AN has the highest mortality rate of any 
psychiatric condition and is estimated as being ten times that of the general population 
(Birmingham & Treasure, 2010). There is a concern that there is a lack of understanding as 
to how prevalent these disorders are, particularly in ethnic minority populations (Striegel- 
Moore & Cachelin, 2001). It is also recognised that the prevalence of EDs within the general 
population may be greater than the figure reported, as people with such issues may be 
reluctant to reveal their difficulties and may disengage with the health care system (Keski- 
Rahkonen etal., 2007).
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Anorexia Nervosa
Whilst the first medical account of AN was given by Morton in 1689, this ED did not receive 
much attention until forty years ago (Silverman, 1995). The first diagnostic criteria for AN 
was outlined in 1972 (Feighner et al., 1972). The "refusal to maintain body weight at or 
above a minimally normal weight for age and height" (APA, 2000, p.326) otherwise 
described as a "relentless pursuit of thinness" (Bruch, 1973, p.4) is considered to be the 
outstanding feature of AN (Herzog & Delinsky, 2001). The amount of weight loss necessary 
for a diagnosis of AN has changed over the years. The DSM-III (APA, 1980) criterion of a 25 
per cent weight loss was changed to a 15 per cent weight loss in the updated edition of the 
DSM (APA, 2000). The ICD-10 diagnostic criteria for AN replicates the DSM-IV, stating that 
"body weight is maintained at least 15 per cent below that expected (either lost or never 
achieved)" (World Health Organisation, 1992, p.177). Some suggest that this criterion is still 
too strict for children and adolescents and should be adjusted for age and sex (Hebebrand 
et al., 2000).
The four essential criteria defined in the DSM-IV-TR (APA, 2000) for AN and it's two 
subtypes are listed in table 1. A diagnosis of AN is made with a sub-categorisation 
considered on whether the individual either restricts their eating or engages in binge eating 
or purging behaviour. Criticism has been directed at the categorisation of subtypes of AN 
within the DSM-IV. Kamryn et al. (2008) found that many women switch from a diagnosis of 
restrictive AN to binge eating/purging AN, or vice versa, over time.
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Table 1: DSM-IV (TR) Criteria for Anorexia Nervosa (APA. 2000. p. 326)
A. Refusal to maintain body weight at or above a minimally normal weight for age and 
height (e.g., weight loss leading to maintenance of body weight less than 85% of 
that expected; or failure to make expected weight gain during period of growth, 
leading to body weight less than 85% of that expected).
B. Intense fear of gaining weight or becoming fat, even though underweight.
C. Disturbance in the way in which one's body weight or shape is experienced, undue 
influence of body weight or shape on self-evaluations, or denial of the seriousness 
of the current low body weight.
D. In post menarcheal females, amenorrhea, i.e. the absence of at least three 
consecutive menstrual cycles. (A woman is considered to have amenorrhea if her 
periods occur only following hormone, e.g., oestrogen administration.)
Restrictive Type: During the current episode of anorexia nervosa, the person has not 
regularly engaged in binge eating or purging behaviour (i.e. self-induced vomiting or the 
misuse of laxatives, diuretics, or enemas).
Binge Eating/Purging Type: During the current episode of anorexia nervosa, the person has 
regularly engaged in binge eating or purging behaviour (i.e. self-induced vomiting or the 
misuse of laxatives, diuretics, or enemas).
Bulimia Nervosa
The five essential criteria defined in the DSM-IV-TR (APA, 2000) for BN and the two 
subtypes for this diagnosis are listed in table 2.
Whilst the concept of bulimia, being the ingestion of an excessive quantity of food, has 
been consistently used and understood for over 2000 years, the presence of BN 
throughout history, as it is known today, is not clear due to a lack of recorded cases (Parry 
Jones & Parry Jones, 1995). BN was initially introduced as "an ominous variant of anorexia 
nervosa" (Russell, 1979, p.429) but has now been recognised as a separate eating disorder 
to AN, with distinct characteristics.
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Table 2: DSM-IV (TR) Criteria for Bulimia Nervosa (APA. 2000. p.328).
A. Recurrent episodes of binge eating. An episode of binge eating is 
characterized by both of the following:
(1) eating, in a discrete period of time (e.g., within any 2-hour period), an 
amount of food that is definitely larger than most people would eat during a 
similar period of time and under similar circumstances
(2) a sense of lack of control over eating during the episode (e.g., a feeling that 
one cannot stop eating or control how much one is eating).
B. Recurrent inappropriate compensatory behaviour in order to prevent weight 
gain, such as self-induced vomiting; misuse of laxatives, diuretics, enemas, or 
other medications; fasting; or excessive exercise.
C. The binge eating and inappropriate compensatory behaviours both occur, on 
average, at least twice a week for 3 months.
D. Self-evaluation is unduly influenced by body shape and weight.
E. The disturbance does not occur exclusively during episodes of anorexia 
nervosa.
Purging Type: During the current episode of bulimia nervosa, the person has regularly 
engaged in self-induced vomiting or the misuse of laxatives, diuretics, or enemas. 
Nonpurging Type: During the current episode of bulimia nervosa, the person has used 
other inappropriate compensatory behaviours, such as fasting or excessive exercise, but 
has not regularly engaged in self-induced vomiting or the misuse of laxatives, diuretics, or 
enemas.
Whilst the APA has changed the criteria for BN with each edition of the DSM it produces, as 
it has with AN, criticisms are still made with regards to the current criteria. The 
characterisation of a binge as eating "an amount of food that is definitely larger than most 
people would eat" (APA, 2000, p.328) is criticised for being too subjective and potentially 
not meaningful in relation to psychopathology (Niego et al., 1997). It is also understood 
that the frequency of bingeing required for a diagnosis to be made was arbitrarily 
considered rather than established through research (Garfunkel etal., 1995).
Eating Disorders Not Otherwise Specified
About a third of patients considered for treatment at ED clinics are diagnosed with an 
Eating Disorder Not Otherwise Specified (EDNOS), also known as atypical EDs. Individuals 
diagnosed with EDNOS either resemble AN or BN but do not quite fit the criteria for these 
diagnoses, or present with completely different clinical features. An example of the latter 
are those diagnosed with Binge Eating Disorder (BED). Individuals with this diagnosis have
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recurrent binges in the absence of the extreme compensatory weight control behaviours 
seen in people with BN. This diagnosis is not an officially recognised ED and instead comes 
under the umbrella term of EDNOS.
It is argued that classification of EDNOS and all EDs needs to be reconsidered so that 
appropriate treatment can be given to all people within each category. Joiner et al. (2000) 
found that BED and BN were not factorially separate amongst young women, but 
symptoms of each of these disorders were distinctly different in young men. This study was 
however carried out on a non-clinical sample, so the distinction between the two groups 
may be clearer amongst individuals with clinical diagnoses.
The categorisation debate
Whilst the DSM-IV classification system is influential in how EDs are understood and 
treated, there is still much debate about whether distinct differences exist between 
different ED diagnoses and the answer to what constitutes an ED is yet to be mutually 
agreed (Herzog & Delinksy, 2001).
Kamryn et al. (2008) found that one third of those with AN crossed over to BN and yet 
women with BN were unlikely to cross over to AN. This finding has been supported by a 
review which suggests that a crossover from BN to AN occurs for less than 10 per cent of 
people initially presenting with BN (Keel & Mitchell, 1997) and studies which have found a 
more frequent shift from AN to BN than vice versa (e.g. Fichter & Quadflieg, 2007). Thomas 
et al. (2010) also suggested that the subtype categories of EDs in general were not clinically 
useful or reliably utilised by clinicians. A diagnosis of BED has been questioned as being too 
difficult to define as separate from related states that involve overeating (Cooper & 
Fairburn, 2003). It has also been argued that the term 'eating disorder' can only strictly be 
applied to the specific diagnoses of AN and BN as both these require a disturbance of body 
shape and weight as a critical feature (Gilbert, 2005).
Contradictory to these criticisms of the DSM-IV categorisation, the wider diagnostic 
categories of AN and BN have been considered as valid, stable and useful differential 
diagnoses (Kamryn et al., 2008; Thomas et al., 2010).
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Considering the similarities: An integrative approach
Despite the continual use of diagnostic categories to define EDs, recent studies suggest that 
all EDs are maintained by similar cognitive and behavioural processes. For example, it is 
believed that a crucial role in the development and maintenance of all these disorders is 
that played by perfectionistic traits, which are believed to be shared by all individuals 
experiencing these eating disturbances (Goldner et al., 2002). Fairburn et al. (2003) 
proposed a cognitive model suggesting that people with AN and BN experience similar 
cognitive disturbances with distorted beliefs and attitudes towards body shape and weight. 
This model also proposed that the different presentations of EDs indicate the different 
ways individuals cope with the same cognitions (Fairburn et al., 2003).
The way in which EDs are understood have implications for the way in which they are 
treated. Clinicians have been encouraged to use a 'transdiagnostic approach' by considering 
the similarities experienced by those with different EDs when considering categorisation 
and treatment (Fairburn & Bohn, 2005; Fairburn et al., 2003). The transdiagnostic approach 
has however been criticised by those considering treatment for individuals with AN. 
Treasure et al. (2005) suggest that the outcome of treatment for the transdiagnostic 
approach "is relatively poor", especially for people with AN who do not receive intervention 
promptly after being diagnosed (p.191).
OUTCOME
The risk associated with each ED diagnosis also appears to differ with regards to life 
expectancy. Button et al. (2010) identified that individuals with AN were ten times more 
likely to experience a premature death whereas no conclusive evidence was found to 
associate people with BN with a greater mortality risk.
The National Institute for Clinical Excellence (NICE; 2004) states that good evidence exists 
for the efficacy of Cognitive Behavioural Therapy (CBT) for BN and BED, but there is 
currently no specific psychotherapy recommended as being more effective than 'usual' 
treatment for people with AN. This finding may be due to a lack of research evidence on 
treatment outcomes, but there does appear to be a shared concern that psychological 
therapies are less effective for individuals with AN compared to those with BN. For 
example, Wilson (2010) states that the research on CBT for AN is limited and that the
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evidence for its efficacy is missing. Service users believe that the health care service 
provided for people with EDs is not comprehensive and is still lacking in early intervention 
(Escobar-Koch et al., 2010). What has also been noted is that individuals with BN are more 
likely to seek help for treatment (Polivy & Herman, 2002). It is suggested that this may be 
because those with BN are disturbed by their binging and purging behaviour, whilst those 
with AN often appear indifferent to their disorder (Polivy & Herman, 2002) and may even 
enjoy taking control of their eating (Dignon et al., 2006).
It seems then that differences between the diagnoses of AN and BN have been identified 
with regards to an individual's presentation as well as to the risk and outcome the person is 
likely to experience in relation to the type of ED they experience.
Further treatment recommendations
Treasure et al. (2005) noted that even after guidelines for the management of people with 
EDs was published (National Collaborating Centre for Mental Health, 2004) the optimal 
form of management remains unclear. NICE guidelines (2004) recommend that further 
research is carried out into psychological treatments for people with AN, as well as 
individuals with BN who do not respond to CBT. More recent research has considered 
alternative treatments. Treasure et al. (2005) predict that "treatments that focus more 
directly on aetiology such as the intrapersonal and interpersonal maintaining factors will 
improve outcome" (p.191). Short term psychotherapies, such as Interpersonal Therapy 
(IPT), that do address and attempt to change interpersonal problems, have been 
considered as potential alternatives to CBT for people with BN (Fairburn, 1998). Perhaps 
then backward steps need to be taken to get a clearer understanding of what it is going on 
for all individuals with EDs, particularly those not responding to treatment, in order that 
they can be supported accordingly. Attempts to understand the causal and maintaining 
factors of EDs may have implications for treating and supporting people with EDs, as 
Erguner-Tekinalp and Gillespie (2010) suggest that "differences in beliefs concerning the 
causes of eating disorders have tremendous effects on treatment of individuals with eating 
disorders" (p.79).
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AETIOLOGY AND THE DIFFERENCES BETWEEN ED DIAGNOSES
1. INTRAPERSONAL FACTORS
Cognitive impairment
In attempting to understand what causes a person to develop an ED, some theorists have 
looked more closely at the specific features these disorders are associated with. For 
example, Zakzanis et al. (2010) suggest that abnormal eating behaviour is partly due to 
disordered cognition and propose that such distortion may play an integral role in the cause 
and maintenance of the presentation of EDs.
The thinking patterns of people with EDs have been described as being distorted as their 
thinking appears to be irrational, dichotomous in relation to the categorizing of foods i.e. 
good versus bad, and they seem to have a heightened cognitive focus on food and body 
shape (Polivy & Herman, 1995). The significance that cognitive impairment plays as a 
feature of EDs has been considered. It has even been suggested that an observed cognitive 
trait amongst individuals with EDs, such as a bias to processing local information at the 
expense of global meaning, may be an endophenotype of EDs (Lopez et al., 2008). Chui et 
al. (2008) suggest that cognitive impairment may help to explain why EDs are often chronic 
in their presentation. Indeed, it has been indicated that cognitive impairment has direct 
implications for treatment, as Kitabayashi et al. (2004) suggest that cognitive dysfunction is 
one of the reasons why many people with AN do not respond to psychological therapy.
Many studies have identified disordered neuropsychological functioning amongst 
individuals with EDs. Spinella and Lyke (2004) carried out a study using functional neuro­
imaging, showing that prefrontal-subcortical systems in the brain play a role in eating 
behaviour and that people with EDs have altered activity in these systems. The same 
altered brain activity has been associated with the experience of stress (Arnsten, 1998), 
indicating perhaps the traumatic nature of EDs.
Duchesne et al. (2004) carried out a literature review and concluded that whilst EDs have 
been associated with a certain degree of neuropsychological dysfunction, no consensus had 
been reached over which function is particularly impaired. It seems that more recent 
studies have focused specifically on particular cognitive impairments including impairment 
in set-shifting (i.e. the ability to be flexible when faced with change; Roberts et al., 2010) 
and weak central coherence (i.e. the ability to make sense of information globally rather
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than focusing on detail; Lopez et al., 2008). A more recent review also highlights these 
impairments are particular areas of interest in current research on cognition in EDs (Siep et 
al., 2011), suggesting that cognitive impairment in EDs is now being perceived as more 
specific.
Different cognitive impairments in AN and BN
Most of the research appears to have been carried out with individuals who have AN, 
reporting that those with this disorder experience cognitive impairment across a variety of 
cognitive functions. Chui et al. (2008) suggest that the neuropsychological deficits amongst 
individuals with a history of onset of AN during adolescence, are broad ranging. Amongst 
those studies which have found neuropsychological dysfunction amongst patients with AN, 
the severity of the impairment often appears to be reported as subtle (Fowler et al., 2006; 
Moser et al., 2003).
Some studies however have indicated that people with AN experience cognitive 
impairment in specific areas. Thompson (1993) found that individuals with AN scored 
significantly worse than controls on a number of neuropsychological tests but suggested 
that visuo-spatial ability was particularly impaired. Green et al. (1996) hypothesised that 
cognitive impairments amongst people with AN were fundamentally related to attention. A 
more recent study suggested that these impairments are also found amongst people with 
BN, stating that along with attention deficits, individuals with AN and BN displayed 
impairment in executive functioning and memory (Ruiz et al., 2008). The authors concluded 
that these findings may relate to information processing biases being a feature of EDs.
A number of studies have attempted to find out whether a significant difference in 
cognitive ability exists between individuals with AN and those with BN. Some indicate that 
cognitions are similarly impaired amongst people with EDs. For example, Lauer et al. (1999) 
found that attention and problem-solving abilities of individuals with acute AN and BN were 
similarly impaired. Likewise, Bosanac et al. (2007) found attentional impairments to be 
similar in people with AN and those with BN.
Contradictory to these findings, other researchers suggest that differences do exist 
between people with different ED diagnoses, when looking at cognitive ability. It seems 
however that the findings from these studies do not provide a consensus in concluding 
which ED diagnosis is associated with a more severe cognitive impairment profile. For
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example, whilst Bowers (1994) found that individuals with AN showed more cognitive 
deficits compared to those with BN, on a number of neuropsychological tests, Bosanac et 
al. (2007) found that people with BN had significantly lower scores on the word recall task 
scores compared to those with AN.
What also appears unclear, is how different symptoms affect impairment in cognitive 
ability. Whilst some studies suggest that no relationship exists between cognitive function 
and ED symptoms (e.g. Mikos et al., 2008; Green et al., 1996), Zakzanis et al. (2010) more 
recently suggested that cognitive ability is differentially impaired between EDs and related 
cognitive impairment to low body mass index, a criteria for AN but not BN. The implications 
of BMI on cognitions will be considered later on in this review.
The query of whether people with EDs experience any neurocognitive impairment at all is 
raised by a study that found individuals with AN were superior to a control group on tasks 
requiring multiple cognitive functions (Pieters et al., 2003). One limitation of this study was 
that IQ was not measured and the authors point out if the people with AN had a 
significantly higher IQ compared to the group of controls, this could have had explained the 
difference found. Walitza et al. (2001) reported that a higher than average IQ is a 
characteristic of individuals with AN, whereas those with BN appear to demonstrate poorer 
academic performance. If IQ is related to cognitive ability, this finding coincides with 
considerations that differences do exist between ED diagnoses with regard to cognitive 
function, but puts forward the question of which ED group would be expected to be more 
impaired.
It seems that there are contradictions in the literature with regards to which cognitions are 
impaired amongst individuals with EDs, if at all. It also remains unclear as to whether 
people with different EDs differ with regards to the type and severity of cognitive 
impairment they may, or may not, experience.
The risks associated with starvation
One identifiable difference between EDs is the impact that each has on the body and the 
different physical symptoms that each disorder brings. The criterion worded "a refusal to 
maintain body weight above 85 per cent of the expected weight for a given age and height" 
for a diagnosis of AN (APA, 2000, p.326), pinpoints the visible nature of AN that sets it apart 
from other psychiatric disorders (Schmidt & Treasure, 2006). There is the suggestion that
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restrictive AN should be considered a distinct and different phenotype (Clinton et al., 2004; 
Keel et al., 2004). Individuals with BN on the other hand tend to have a BMI within the 
normal range. Such people, on the contrary, often appear healthy, despite the fact that 
they often experience symptoms such as headaches, fatigue, swelling of the salivary glands 
and eroded teeth (Pomeroy, 1996). It has been implied that whilst it remains important to 
focus on the psychological implications of having an ED, the medical complications 
associated with the impact that these disorders have on people's bodies should not be 
forgotten (Pomeroy, 1996).
Low BMI has also been considered an important risk factor for poor treatment outcome for 
AN (Pinter eta/., 2004). Unoka etal. (2007) identified that amongst individuals with BN, low 
BMI correlated with more severely dysfunctional cognitions. It is hypothesized that the 
lasting impact of starvation on the brain, if not treated, may be more detrimental for 
adolescents, when their brains are still developing (Hatch et al., 2010). Further literature 
around the implications of low BMI in those with an ED suggests however the link between 
BMI and the characteristics of these disorders remains unclear. For example, Harrison et al. 
(2009) found that individuals with AN had more difficulty regulating emotions compared to 
"healthy controls" (p.350), but were unsure as to whether these deficits related to low 
body weight and could be resolved through weight gain alone. Oldershaw et al. (2009) 
found that individuals with AN had deficits in recognising emotions, whilst those who had 
recovered from AN were able to recognize emotions at almost the same level as healthy 
controls. The relationship between BMI, emotional recognition and severity of AN in this 
study however was not straight forward as it was established that the emotional theory of 
mind ability being measured did not correlate to BMI. It is also questionable whether poor 
abilities in emotional recognition amongst people with AN relates to other starvation 
effects on the brain such as decreased levels in estrogen, which has been associated with 
emotional processing (Amin etal., 2006).
The relationship between BMI and cognitions
Research has been carried out to investigate how a change in brain structure, brought 
about through starvation, may lead to cognitive impairment. One study suggests that 
reduced right dorsal anterior cingulate cortex volume, amongst individuals with AN, relates 
to deficits in perceptual organization and conceptual reasoning (McCormick et al., 2008). It 
has also been considered that cognitive impairment relates to amenorrhea or menstrual
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irregularity amongst those who develop AN in their adolescence (Chui et al., 2008). Some 
consider the relationship between cognitive impairment amongst individuals with EDs to be 
distinctly related to a loss in body weight. For example, Zaknanis et al. (2010) report that 
cognitive impairment is related to BMI and is therefore differentially impaired between 
EDs. Ghaderi (2010) also mentions that rigidity of thinking is in itself partly a consequence 
of starvation. These statements contradict previous findings which suggest that whilst 
individuals with AN do show cognitive impairment, this does not relate to their BMI (e.g. 
Bayless et al., 2002; Fowler et al., 2006).
Further disagreements in the literature appear with regards to whether an increase in BMI 
amongst people with EDs relates to an improvement in cognitive functioning. For example, 
Hatch et al. (2010) reported that general cognitive impairments, as measured by a 
computerized battery, in people presenting for the first time with AN, appear to normalize 
when they gain weight. It was recognised by the authors of this study that because the 
participants were adolescents, subsequent conclusions about the cognitive impairment 
amongst adults with EDs cannot be made from their findings alone. Similar findings have 
however been reported in adults (Kitabayashi et al., 2004). Other researchers, on the 
contrary, have found that even when individuals with AN do show improved cognitive 
functioning after treatment, this does not relate to a change in BMI (e.g. Green et al., 1996; 
Moser et al., 2003).
It seems that findings from studies regarding the effect of BMI on cognitive functioning 
amongst individuals with EDs are contradictory. Chui et al. (2008) identified that it remains 
uncertain as to whether weight restoration affects abnormalities in cognitive function 
amongst those with AN. Indeed, the direction of causality in the relationship between BMI 
and cognitive recovery remains unclear. It is queried whether the improved cognitive 
function measured amongst individuals recovering from AN (e.g. Kitabayashi et al., 2004), 
may be due to a recovery of other features or symptoms rather than as result of increased 
BMI per se. This idea is supported by Westen (2003) who suggests that treating the physical 
aspect of low body weight will not result in a change of eating behaviour or attitude 
towards eating.
It has been pointed out that BMI may not be a sufficiently sensitive indicator of nutritional 
status (Moser et al., 2003). It is noteworthy that a significant proportion of individuals 
diagnosed with AN gain weight through fluid accumulation indicating that weight gain may
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not necessarily signify nutritional recovery (Vaisman et al., 1988). It is also of note that if 
impaired cognitive functions are considered as an endophenotype of people with EDs 
(Lopez et al., 2008), such impairment would not be affected by a change in body weight.
If differences between EDs are to be considered with regards to cognitive and emotional 
processing, it may be important to consider how different symptoms may impact on 
cognitive function. In particular it seems important to consider what impact low body 
weight may have on a person's ability to function cognitively. Button et al. (2010) suggest 
that further studies should question whether very low weight per se is a risk factor, 
irrespective of whether other criteria for AN are met.
Personality traits and co-morbid personality disorder diagnoses
Some researchers have suggested that treatment for people with EDs should be tailored by 
considering the individual's particular personality features (Wagner et al., 2006). This would 
suggest that treatment should be tailored differently according to diagnosis, as differences 
between EDs have been identified with regards to personality traits. For example traits 
associated with AN include introversion, conformity, perfectionism and rigidity (Casper, 
1990), whilst people with BN have been described as extroverted, histrionic and affectively 
unstable (Vitousek & Manke, 1994). Impulsivity is a trait that has been associated with BN, 
with the suggestion that this relates to a sense of urgency rather than lack of planning 
(Fischer et al., 2003). Ahren-Moonga et al. (2008) found that individuals with BN were more 
impulsive, anxious and felt more guilty compared to those with AN.
It has been hypothesised that the physical consequences of having AN impact on the 
personality traits reported, with the suggestion that starvation and weight loss may in itself 
increase compulsive behaviours (Schmidt & Treasure, 2006). Despite this, most research 
studies appear to suggest that these personality features are stable over time and may 
even be considered as risk factors in developing an ED (e.g. Anderluh et al., 2003) which 
persist after recovery (e.g. Srinivasagam et al., 1995).
People with EDs may also have personality disorder (PD) diagnoses. One study found that 
about a third of those with an ED had one or more PDs according to DSM criteria (Godt,
2008), and PDs are more common amongst people with EDs compared to any other Axis 1 
diagnoses (Grilo et al., 2003b). The psychological difficulties underpinning such co­
morbidity may be interlinked as Vrabel et al. (2010) found that recovery amongst a group of
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people previously diagnosed with an ED was associated with a significant decrease in the 
number of PDs diagnosed amongst them. This relationship however may not be straight 
forward as Grilo et al. (2003a) found that the presence and severity of having a PD did not 
significantly influence the course and severity of ED symptoms amongst individuals with 
BN, nor those with EDNOS. Grilo et al. (2003b) found that there was no significant 
difference between people with AN, BN or EDNOS with regards to the presence of a PD. It 
has also been suggested that the relationship between the PD and ED diagnoses should be 
considered loosely, with the idea that severe EDs may even represent their own form of PD 
(Skârderud & Fonagy, in press).
Emotional processing
Affect regulation
It is understood that people with EDs have "heightened emotionality" as a personality trait 
(Polivy & Herman, 1995, p.85). The act of binge eating has been associated with a lack of 
emotional regulation and the behaviour is considered to be a strategy adopted in an 
attempt to decrease overwhelming negative emotions, aversive self-awareness and self- 
loathing when perfectionist standards are not met (Abramson et al., 2006). Difficulties in 
regulating emotions have even been identified in non-clinical samples that experience 
features of eating disordered psychopathology. Meyer et al. (2010) found that individuals 
with weight concerns were likely to believe that they should keep their emotions under 
control and that others might be rejecting should they themselves display their emotions.
Recognising emotions
A recent study found that ED symptoms were more common amongst people who could be 
described as alexithymie i.e. they had difficulty identifying and describing emotions 
(Karukivi et al., 2010). Alexithymia has been identified as being of similar severity in AN and 
BN (Kessler et al., 2006), but other studies suggest that this ability is more severely 
impaired in individuals with AN (Bydlowski et al., 2005; Harrison et al., 2010). Whilst 
findings suggest that no differences are apparent between restrictive and binge-purge 
subtypes of AN with regards to recognising and inferring emotions (Bydlowski et al., 2005; 
Oldershaw et al., 2009), one study found that individuals with restrictive AN found it 
particularly difficult to recognise emotions from faces (Harrison et al., 2010).
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2. INTERPERSONAL FACTORS
Sociocultural factors
Other theories have considered the influence of others when considering what causes 
someone to have an ED. The media is often blamed for producing idealised ultra slim body 
images and it has been suggested that exposure to images of thin models leads to body 
dissatisfaction and low self-esteem amongst young women (e.g. Groesz et al., 2002). What 
remains unclear however is why some people living in a society with the same pressure 
develop an ED whilst the majority of people do not (Polivy & Herman, 2002). Schmidt and 
Treasure (2006) also remind us that AN is a condition that has been observed historically 
since the middle ages when body image was viewed differently. They also point out that AN 
is currently experienced by individuals living in non-Western cultures where the ideal body 
shape is likely to be more curvy. Whilst Wilfley et al. (1995) suggest a rise in cases in non- 
Western societies may be due to the influence of the dominant Western culture, it is 
argued that this cross-cultural observation indicates that individuals with AN are not 
primarily concerned with weight or shape but instead are motivated by eating restraint, 
which is considered to be the essence of the disorder (Schmidt & Treasure, 2006). It is also 
proposed that weight or shape concerns are one motivation for eating restraint among 
many others that are possible (Palmer, 1993). Whilst the explanation for the presentation 
of AN in different cultures is debated, some distinctions have been made with regards to 
how BN presents differently within cultures. Keel et al. (2003) suggest that whilst AN is not 
bound in Western culture, BN is.
Family influences
Research also suggests that family members may act as an extension of social pressure and 
much of the focus has been on the influence of mothers. In one study, the mothers of girls 
who had high dietary restraint rated their daughters as being less attractive compared to 
other mothers (Hill & Franklin, 1998). Some research however has indicated that weight- 
shape related criticism from family members, which may increase the likelihood of dieting, 
has no independent effect on the risk of developing AN (Fairburn et al., 1999). It may be 
that the relationship between a mother's influence on dieting and eating behaviour is 
mediated by the daughter's perception of this pressure to lose weight as identified by 
Francis and Birch (2005).
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It has also been suggested that the greater the dysfunction within a family, the greater the 
extent of the eating disordered behaviour (Minuchin et al., 1975; Wisotsky et al., 2003). 
Aspects of family functioning have been associated with a daughter's body dissatisfaction 
amongst patients with both AN and BN (Benninghoven et al., 2007).
The influence of family members in the causation of EDs has been made even more explicit 
in studies which suggest that these disorders have a genetic component (e.g. Klump et al., 
2001). Studies considering the prevalence of EDs amongst twins compliment these findings 
(e.g. Walters & Kendler, 1995). No adoption studies appear to have been carried out but it 
is thought that the environmental factors, such as socio-cultural or the relationship with 
family members may still be influential in such cases (Barlow & Durand, 2008).
3. COMBINING INTRAPERSONAL AND INTERPERSONAL FACTORS
Skârderud (2007a) suggests that ED behaviour can be understood as a consequence of the 
interactional relationship between an individual and the external world:
"The body is in continuous interaction with the world, not as a 'thing', but as a 
relation. The body is always both object and subject, an experienced and 
experiencing unity" (p. 245).
Theorists have focused on the relationship between child and parent specifically, to 
consider how the nature of this particular relationship may be associated with the risk of 
the child developing an ED later on in life.
Attachment styles
John Bowlby formulated attachment theory and published his work in three volumes titled 
Attachment and Loss (1969/82; 1973; 1980). He suggested that personality develops 
primarily through the environmental influence of relationships rather than by instinct, as 
previously suggested by Freud (1926), or genetics. Bowlby believed that as a baby's 
caregiver responded to their cry for help and protection, the baby develops a mental 
template, labelled as an internal working model, from which the baby would learn what to 
expect in her relationship with others (Bowlby 1969/1982).
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Bowlby proposed that parents who fail to respond appropriately to their baby's needs by 
ignoring them, will have a child who has an insecure attachment, which Ainsworth et al. 
(1978) labelled as an insecure avoidant attachment style. The child experiencing this 
attachment is believed to develop internal working models which are not based on 
accurate representations of the self and others. By adopting an avoidant attachment style, 
the child develops a defence mechanism and tries to minimise her need for attachment in 
order to protect herself from experiencing the overwhelming negative emotions related to 
not having her needs met. It is thought that as this child grows up, she is likely to be socially 
isolated, display unprovoked aggression, lack self-awareness and will be unable to tell a 
coherent story about herself (Holmes, 1993).
So in theory, attachment style is predisposed by the nature of the care-giver's way of 
relating to the child. If, rather than constantly ignoring a child's needs, a parent becomes 
overly involved or panicky and inconsistent when a child is distressed, it is thought that the, 
child will also develop an insecure attachment style, but one that is described as ambivalent 
(Ainsworth et al., 1978), where the child will cling to her ca re-giver and insist on being 
responded to and cared for.
There is growing evidence that eating disturbances and distorted views of body image are 
connected to disturbed patterns of parent-child attachment (O'Kearney, 1996). Specifically, 
children indicated as having insecure attachment reported higher levels of weight concerns 
compared to children who showed secure attachment (Sharpe et al., 1998). Research also 
suggests that there is greater prevalence of insecure attachment amongst people with EDs 
compared to non-clinical populations (e.g. Zachrisson & Skârderud, 2010; Broberg et al., 
2001). The influence of the relationship with family members and an individual's ED 
diagnosis is highlighted by studies which have found that adolescents who perceive family 
communication and care from parents as low are at increased risk of developing an ED 
(Haudek et al., 1999), as are those who have experienced sexual or physical abuse 
(Neumark-Sztainer et al., 2000). Differences between ED diagnoses with regards to 
experiencing traumatic events have been identified by Schmidt et al. (1997) who found that 
situations that evoked sexual shame or disgust within a person, were more highly 
associated with the development of AN rather than BN.
Bruch (1982) was the first to suggest a connection between an individual's ED behaviour 
and their difficulties with close relationships. She suggested that AN occurs as a result of a
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disturbed mother-child interaction, during which a child does not develop a strong ego or 
sense of self. She proposed that mothers who prioritise their own needs over the needs of 
their child, for example by feeding their child at a time that suits them rather than when it 
suits their child, are affecting their infant's ability to identify their own internal needs, such 
as hunger. Subsequently the child will fail to develop self-reliance and the experience of 
being in control of their behaviour, needs and impulses. Bruch (1982) suggested that as a 
child approaches adolescence, they reach a time at which they innately need to be more 
autonomous, and difficulties in achieving this sense may result in an individual seeking 
excessive control over their body size and their eating behaviour.
Whilst evidence suggests that individuals with EDs have insecure attachments, it is unclear 
whether people with different ED diagnoses present with different insecure attachment 
styles. Candelori and Ciocca (1998) found that whilst groups of individuals with AN and BN 
were both insecurely attached, the attachment stance differed between ED type, with 
restrictive AN tending to have dismissing (avoidant) attachment styles and those with 
bulimic behaviours tending to be pre occupied (anxious). A difference in attachment styles 
between people with AN and BN however was not detected by Broberg et al. (2001) who 
proposed that symptom severity rather than ED type may be a better indicator of 
attachment pattern. These contradictory findings were recognised in a review of the 
literature on attachment styles in EDs which suggested that conflicting evidence exists 
regarding the associations between attachment style and ED subtypes (O'Shaughnessy & 
Dallos, 2009).
Regardless of the type of insecure attachment style a child develops, it remains apparent 
that a lack of having a secure attachment style may in itself relate to the intrapersonal 
factors associated with having an ED i.e. cognitive impairment and poor emotional 
processing. It has been proposed this can be explained further by understanding that 
attachment security enables a person's brain to develop and allows a child to develop the 
ability to mentalize (Fonagy & Target, 1997).
Mentalization ability
The idea of mentalization is rooted in psychoanalytic thinking. The term was first 
introduced by French psychoanalysts in the 1960s. Mentalization has been defined as "the 
mental process by which an individual implicitly and explicitly interprets the actions of
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himself and others as meaningful on the basis of intentional mental states such as personal 
desires, needs, feelings, beliefs and reasons" (Bateman & Fonagy, 2004, p.21). Other ways 
of defining "mentalizing" include "holding mind in mind" and "attending to mental states in 
self and others" (Allen et al., 2008, p.3). Mentalization is about recognising what is going in 
our own heads and what might be going on in other people's heads. It is believed that 
mentalization is a skill that can be developed. This ability is operationalized by reflective 
function (Fonagy, 1991).
The concept of mentalization associates the development of a secure attachment with the 
ability to understand the thoughts and feelings of self and others. Fonagy et al. (2010) 
explain that through the process of having a secure attachment, a child will develop their 
own symbolic representation of affective states. By experiencing another person that has 
his mind in mind, someone who responds to her emotions with 'contingent marked 
mirroring', the child will be able to reflect on her own intentions accurately. Around the age 
of three, a child will think that their thoughts mirror what is happening in the real world 
and they do not understand another person's perspective. This way of thinking is known as 
'psychic equivalence'. A child will also develop the ability to imagine and act in 'pretend 
mode'. Safe and playful interaction with a caregiver enables a child to integrate these two 
alternate modes of thinking. This interaction enables the child to understand that his and 
other people's behaviour make sense in terms of mental states and things may not be what 
they appear to be, thus developing the ability to mentalize.
There are considered to be three dimensions of mentalization (Bateman & Fonagy, 2004). 
The first relates to whether someone is mentalizing explicitly or implicitly. If they are 
mentalizing explicitly, they are consciously trying to work out what is happening in their 
mind, or the mind of another. Mentalizing implicitly occurs more spontaneously, usually 
when a person interacts with another. During this time, they don't have time to mentalize 
explicitly and instead will go by their gut reaction (Allen et al., 2008). The second dimension 
relates to mentalization being both self-reflective and interpersonal. By this it is considered 
to be an ability in which a person can understand their own mind ('internal-self') as well as 
understand what is going on for another person ('internal-other'). The third dimension 
outlines that mentalization has both cognitive and affective aspects, recognising that 
cognitive and emotional functioning affect each other. Whilst it is understood that 
cognitions depend on emotions (Gerhardt, 2004) changes to emotional recognition are also 
considered to be directly affected by impact on cognitive ability such as attention, memory
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and executive functioning (Oldershaw et al., 2009). It is this understanding of mutuality 
which makes mentalization different from other concepts such as 'theory of mind' or 
'empathy' which only refer to cognitive or emotional functioning. Similarly, the concept of 
mentalizing is similar to the concept of alexithymia, but expands the idea to include the 
dependence of impairment of thinking and expression on affective states (Skârderud & 
Fonagy, in press).
Whilst developing the ability to mentalize is one thing, using this ability is considered a 
separate issue (Allen et al., 2008) and it can be context specific. It is understood that a 
person will have difficulty mentalizing in emotionally close attachment relationships when 
conflicts and strong emotions rise. So too much emotion can affect one's ability to 
mentalize, as can having too little emotional arousal. Depression has been shown to 
positively relate to poor mentalization (Alsarraf & Nilsson, 2009). Of note, whilst one might 
wonder whether depression itself may be an important confounding variable in ED 
symptomology, studies suggest that cognitive impairment and ED behaviour is not related 
to levels of depression (McDowell et al., 2003; Green et al., 2009).
Mentalization based therapy (MBT)
Much of the research on mentalization has been focused on people with borderline 
personality disorder (BPD, e.g. Fonagy et al., 2010). Outcome studies for mentalization 
based treatment for BPD show improved mentalizing ability post treatment (Bateman & 
Fonagy, 2008). The implications for this theory however are broad ranging. It has been 
indicated that the ability to mentalize "plays a central role in mental health" and it is 
believed that "mentalizing on the part of clinicians, patients and family members is central 
to the effectiveness of all psychiatric treatments" and may be the most important factor 
amongst all talking therapies (Allen, 2006). This may be particularly pertinent when 
considering treatment for people with EDs. In fact, is arguable that all psychological 
therapies should improve mentalization and therefore experience of personal therapy 
would need to be considered when assessing reflective function.
Measuring mentalization
Previous research on mentalization used transcripts from the Adult Attachment Interview 
(Main & Goldwyn, 1994) on which to apply a reflective function rating scale (Fonagy et al.,
1998). Research is underway to aid the process of measuring mentalization, with the
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development of a self-report questionnaire of reflective function (Reflective Function 
Questionnaire, RFQ; Fonagy & Ghinai, in press). Factor analysis of the RFQ46 identified two 
factors reflecting mentalization of 'internal-self and 'internal-other' (Perkins, 2009). This 
measure has since been further developed and a 54-item version is currently being 
validated in borderline personality, eating disorder and non-clinical populations. Luyten et 
al. (in press) suggest that mentalization is multi-dimensional and propose that there may be 
dissociations between polarities of each dimension which need to be assessed in order to 
understand and treat individuals with poor mentalization.
The detection of mentalization ability is made complicated by the understanding that some 
individuals can display 'pseudo-mentalization'. Individuals who pseudo-mentalize may 
appear to be capable of understanding mental states when considering imaginative 
experiences, but such capabilities are not evident in real life situations (Bateman & Fonagy,
2006).
MENTALIZATION IN EATING DISORDERS
Fonagy (2005) proposes that the disordered thinking amongst people with ED is indicative 
of a return to pre-mentalistic modes of thinking which arise from disorganised self-states. It 
is suggested that when psychic reality is poorly integrated, an individual may find it difficult 
to deal with a change in body shape and function during adolescence and subsequently 
may experience this physical change as a loss of their own identity and sense of self (Fonagy 
et al., 2004). It is theorised that for people with EDs, the body is used to represent different 
aspects of personality. If a person is unable to make sense of their internal world, their 
thoughts and their feelings, their own body may be used as an object which can be 
attacked, for example through being starved, as it is not connected to the mind. An attack 
on the objectively perceived body may provide the person with a feeling of well-being, 
control and integrity.
Contributions to this theory have been made by Skârderud (2007a) who suggests that a 
person with AN connects physical sensations with psychological realities, with their body 
acting as a 'concretised metaphor' for what is happening in their internal world (p.163). He 
suggests that this coincides with individuals with AN having poor reflective function and 
being unable to interpret or cope with their own internal reality (Skârderud, 2007b). 
Skârderud (2007b) also states that the obsessional nature of AN, experienced as a
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persistent preoccupation of food and weight, is what leads an individual with this specific 
ED to be 'possessed' by these 'concrete metaphors' (p.249). Skârderud (2007b) suggests it 
is the lack of insight into this relentless possession that inhibits individuals with AN from 
responding to therapeutic interventions. One might predict, therefore, that individuals with 
BN may be more able to reflect on their internal worlds compared to those with AN, as 
their symptoms are more episodic in nature.
Research on mentalization in EDs
Fonagy et al. (1996) found that individuals with EDs had a significantly lower ability to 
mentalize compared to people with other Axis I disorders and this ability was similar to 
those reported amongst individuals with BPD. Again, research has centred on AN, such as 
the study by Ward et al. (2001) which indicated that mentalizing ability was transmitted 
through parenting as people with AN along with their mothers presented with avoidant 
attachment styles and had significantly lower reflective function compared to those with 
other psychiatric disorders. Rothschild-Yakar et al. (2010) also found that mentalization 
ability amongst people with AN of the binging-purging type was significantly lower 
compared to non-clinical samples. The authors suggested that further studies should look 
at the difference between other subtypes of EDs amongst a wider population of people, 
highlighting the gap in the research of mentalization amongst other EDs.
It has been considered that mentalization may be acting as a mediator in the 
intergenerational transmission of psychopathology in ED (Ward et al., 2001). Perkins (2009) 
also found that mentalization mediated the effect of impulsivity on ED behaviour. 
Rothschild-Yakar et al. (2010) recently suggested that the inability to mentalize acts as a risk 
factor amongst people with EDs. This is explained by the suggestion that a low ability to 
mentalize may be learned or transmitted from parent to child which could result in an 
individual having difficulties with processing emotions, which then acts as a risk factor in 
developing AN (Ward eta!., 2001). Rothschild-Yakar etal. (2010) found that people with AN 
with significantly higher mentalization had a reduced 'pursuit for thinness' compared to 
those with AN who had lower mentalization ability (p.506). This study also found that 
people with higher mentalization ability had a good relationship with their mother and had 
fewer BN symptoms.
Clinicians have started to consider the concept of mentalization in the treatment of people 
with EDs (Skârderud, 2007a) and research is underway to assess the effectiveness of MBT in
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EDs (Skârderud, 2011; Robinson, 2009). Skârderud (2011) suggests that impaired 
mentalization may be central in understanding the psychopathology of individuals with 
these disorders.
What remains unclear is whether the ability to mentalize significantly differs between the 
different ED diagnoses. Perkins (2009) predicted that individuals with BN would present 
with lower ability to mentalize compared to those with AN, as it was considered that the 
impulsive nature of this disorder may be a direct result of poor reflective function (Bateman 
& Fonagy, 2004) and may explain the co-morbidity between ED and BPD (Lacey & Evans, 
1986). Contrary to this hypothesis, she found that people with anorexic attitudes had lower 
mentalization compared to those with bulimic attitudes, but small cell size prevented 
analyses being able to be carried out on diagnosed groups (Perkins, 2009). To date, 
literature on mentalization amongst people with EDs remains sparse and whilst evidence 
suggests that individuals with these disorders have low mentalizing ability much of the 
theory explaining this focuses on AN more than any other ED (e.g. Skârderud, 2007b, 
2007c). It is also unclear as to whether low BMI which distinguishes AN from BN, is 
associated with an individual's ability to mentalize.
RATIONALE FOR THE CURRENT STUDY
It seems that the way in which eating disordered behaviour is assessed and categorised 
within the DSM-IV has been criticised and some suggest that similarities between EDs may 
help us to understand the nature of these disorders more clearly. Despite this idea, 
evidence continues to suggest that people with a diagnosis of AN respond less well to 
psychological treatment, compared to those diagnosed with BN, signifying perhaps that 
some important difference exists between these categories. Low body mass index is a 
defining feature of AN and has major implications for physical health. How a low body 
weight impacts on the mind, with regards to how people think and feel is not well 
understood. If no treatment has been found to be effective for people with AN, it is 
proposed that it may be this difference between the categories that needs to be clarified in 
order for treatment to become effective for this particular group.
Research has been broad ranging in the attempt to identify the causes of EDs. Despite the 
proposed theories, researchers have appeared to remain unsure about the underlying 
causes and nature of EDs (National Institute of Mental Health, 2007). The maintaining
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factors of EDs are important to identify as it is these that can lead to understandings in 
providing optimal treatment and therapy for people suffering from these disorders 
(Sharfran & de Silva, 2003). Research studies investigating mentalization amongst 
individuals with EDs may be able to help. Indeed, could a potentially heightened difficulty 
with mentalizing explain the poorer prognosis evidenced amongst individuals with AN 
compared to those with other EDs?
HYPOTHESES
1) Individuals with Anorexia Nervosa will report significantly lower mentalization than 
participants with Bulimia Nervosa.
2) Individuals with Anorexia Nervosa will report significantly higher levels of cognitive 
impairment than participants with Bulimia Nervosa.
3) Body Mass Index will correlate positively with mentalization.
4) Body Mass Index will correlate negatively with cognitive impairment.
METHOD
DESIGN
A cross-sectional design was used with data collection by a self-report questionnaire 
(appendix 1). Participants with AN and participants with BN, recruited from an NHS clinical 
service and a charity, were compared on demographic details and measures of 
mentalization, Body Mass Index, cognitive impairment, BPD psychopathology, psychological 
distress, impression management and length of time they had received personal therapy.
SETTINGS
Recruitment took place at an NHS Eating Disorder Service which accepts referrals for 
anyone who is aged sixteen years and above suffering with a primary diagnosis of an ED 
including AN, BN, BED or EDNOS. The service offers treatment to six health authorities. It 
has an inpatient facility as well as a specialist day hospital and outpatients' clinic. Inpatients 
and outpatients were recruited from this service. Recruitment also took place online
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through a UK charity offering support and information for people with eating disorders and 
their families. Anyone can visit the charity website and join their social network site.
SAMPLE RECRUITMENT REQUIREMENTS
Parallel studies
This study formed part of a wider research project validating a new version of the Reflective 
Function Questionnaire, the RFQ54, (Fonagy et al., in preparation) in eating disorder, 
borderline personality disorder and non-clinical populations. A planned randomised control 
trial (RCT), "The Nourished study" (Robinson, 2009), was being carried out at the NHS site 
simultaneously, in which individuals identified as having BPD traits as well as an ED 
diagnosis were being recruited.
Inclusion criteria
The inclusion criteria for the present study were anyone over the age of 18 with a diagnosis 
of AN or BN. Data was screened for diagnostic criteria. As mentalization is not fully 
developed amongst people under eighteen, only individuals above this age were selected.
Anyone over the age of eighteen who had an appointment at the Eating Disorder Service, or 
was registered with a particular charity, was invited to take part in the study. Any inpatient 
that was considered too unwell by their doctor to complete a questionnaire was not 
approached. The number of people who took the questionnaire, declined the invitation or 
considered too unwell to take part, was recorded by clinicians on recruitment rate record 
sheets.
Those individuals not approached to take part in the RCT, were invited to take part in this 
study. Thus the pool of potential participants for this study should have included only those 
individuals who did not have a co-occurring diagnosis of BPD.
Power and sample size required
It has been established that a power of 0.8 (allowing for the detection of a true effect 80 
per cent of the time) and a maximum significance level of 0.05 are appropriate in the 
behavioural sciences (Cohen, 1988).
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As the RFQ54 is currently in development and effect sizes have not yet been established to 
distinguish between ED diagnostic categories, it was decided to power the present study 
based on previous research on the RFQ46 (Perkins, 2009). The effect size when comparing 
people with EDs and non-clinical individuals on the RFQ.46 is medium (d=0.5; A. Perkins, 
personal communication, 7th April 2010). G*Power a priori analysis (Faul et al., 2007) 
indicated that independent t-tests required 51 participants in each group.
MEASURES
Demographic details
Self-reported details were collected for each participant on gender, age, relationship status, 
ethnicity, employment status, level of education and occupation using a bespoke 
questionnaire (see appendix 1).
Mentalization
1) Reflective Function Questionnaire (RFQ54: Fonagy et al., in preparation)
The RFQ54 is a self-report measure of mentalizing ability. The reflective function (RF) scale 
provides an operationalized quantitative measure of the capacity for mentalizing. 
Questions are scored on a seven point scale. The questionnaire is scored by two methods; 
22 items are based on polar scoring (1 or 7=high RF) and 32 items are based on median 
scoring (4=high RF) which combine to form a total value of RF.
An earlier version of the RFQ comprising 46 items was validated on a sample including 
people with EDs (Perkins, 2009). The RFQ46 was shown to have good construct validity in 
that it positively relates to theory of mind, mindfulness and empathy and inversely relates 
to depression, multi-impulsivity, disordered eating, and borderline symptoms (Perkins,
2009). It also had good reliability (or=0.69). The factor on 'internal-other7 appeared as a 
weaker factor in the RFQ46 (Perkins, 2009). A further eight items of this dimension have 
now been added to form the RFQ54, in order to enhance internal reliability of the 'other7 
subscale.
While research is on-going with the updated version of the RFQ, initial data screening and 
data reduction from a preliminary analysis (Moulton-Perkins & Rogoff, 2011) suggests that
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a reduced scale of 18 items (RFQ18; see 18 ticked items of RFQ54 in appendix 1) factored 
into two theoretically coherent and internally reliable subscales: 'Self («=0.75) and 'Othef 
(of=0.76). Each focuses on inferences regarding internal mental processes, rather than 
external physical characteristics as indicators of thoughts or feelings. Initial results from 
Moulton-Perkins and Rogoff (2011) also indicate the RFQ18 overall also has good construct 
validity in that it relates positively to empathy and mindfulness, and relates negatively to 
alexithymia, BPD psychopathology, general psychopathology and ED psychopathology as 
measured on the SCOFF (Morgan et al., 1999). It also has strong overall internal reliability 
(or=0.82; Moulton-Perkins & Rogoff, 2011).
2) Reading the Mind in the Eves Test (Baron-Cohen et al.. 2001)
Reading the Mind in the Eyes Test (Eyes Test) has 36 items. It was designed to assess 
Theory of Mind amongst people with autism, but is has also been shown to be successful in 
differentiating people with BPD from a non-clinical population in the ability to mentalize 
(Fonagy et al., submitted). Whilst validity coefficients are not reported, Baron-Cohen et al. 
(2001) found that individuals with an Autistic Spectrum Disorder scored significantly lower 
than non-clinical adults. They state that the test is Validated as a useful test with which to 
identify subtle impairments in social intelligence in otherwise normally intelligent adults 
(p.246)'. A test of reliability on a Swedish version of this test suggests a test score variation 
in the range of ifou r (out of 24 possible) is to be expected for the same individual 
(Flallerbacketal., 2009).
Eating disorder diagnosis
The Eating Disorder Diagnostic Scale (EDDS; Stice et al., 2000) is a 22 item self-report scale 
which has been designed to diagnose eating disorders (AN, BN and BED) in accordance with 
the DSM-IV. It has shown high internal consistency of diagnostic symptoms (a=0.89) and 
convergent validity with extant eating pathology scales (Stice et al., 2000). The EDDS has 
also shown criterion validity, agreeing with the diagnosis of AN (K=0.93) and the diagnosis 
of BN (/e=0.81) from structured interviews (Stice et al., 2000). There appear to be no other 
published studies that report the agreement between DSM-IV eating-disorder diagnoses 
ascertained through validated structured interviews and those generated by other self- 
report questionnaires (Stice et al., 2000). As this study was assessing the difference 
between ED diagnoses, this measure was chosen over other ED measures such as the Eating
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Disorder Examination Questionnaire (Fairburn & Beglin, 2004) or SCOFF (Morgan et al.,
1999), which assess eating disordered behaviour rather than diagnoses per se.
Body mass index (BMI)
Participants recruited through the NHS were asked to give consent for the researcher to 
obtain a measure of their weight and height from their clinical notes. All participants were 
also asked to write down their current weight and height in the questionnaire pack 
provided. The researcher calculated a BMI value from these measurements using the 
calculation Weight (kg) /Height squared (m2), converting any imperial measures first. A 
clinical measure of BMI, recorded by a clinician on the electronic note system at the NHS 
sites, was used to replace the self-report measure if it had been recorded within the same 
week that the participant had completed the questionnaire pack. If a clinical measure of 
BMI was not recorded within this week, the self-report measure recorded by the 
participant was used where available.
Cognitive impairment
The Multiple Ability Self-Report Questionnaire (MASQ; Seidenberg et al., 1994) is a measure 
that assesses subjects' perceptions of difficulty in performing 38 specific cognitive tasks. 
The MASQ has five scales: 1) language, 2) visuo-perceptual ability, 3) verbal memory, 4) 
visual memory and 5) attention/concentration. A higher score indicates a greater degree of 
self-reported cognitive impairment. The MASQ has been shown to have moderately high 
levels of internal consistency and overall Cronbach's coefficient alpha for the entire 
questionnaire was 0.92 and was above 0.70 for each of the five subscales (Seidenberg et al. 
1994). The MASQ was validated amongst a group of people with temporal lobe epilepsy. 
Validity coefficients between MASQ self-ratings and composite neuropsychological scores 
on objective measures (including subtests from the Wechsler Adult Memory Scale and 
Wechsler Adult Intelligence Scale; Wechsler, 1998a, 1998b) have been reported as ranging 
from 0.20 to 0.36 (Seidenberg et al., 1994). Whilst it has been argued that caution should 
be held in using a self-report measure as an alternative to objective testing of cognitive 
function, it can play a role in assessing self-appraisal of difficulties (Banos etal., 2004).
There are no apparent reports in the literature to suggest that a self-report questionnaire 
on cognitive ability has been validated specifically amongst people with EDs. Although an 
objective psychometric measure of cognitive functioning would have been preferential in
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this study, practical issues prevented this. A self-report measure was therefore considered 
the next best option, with the view that a patient's perceptions are often as important as 
objective findings (Banos etal., 2004).
Borderline Personality Disorder
The Personality Assessment Inventory -  Borderline Features subscale (PAI-BOR; Morey,
2007) has 24 items split across 4 subscales: 1) affect instability, 2) identity problems, 3) 
negative relationships and 4) self-harm. This scale correlates highly with interview-based 
borderline diagnostic criteria of the SCID-II (Jacobo et al., 2007). Trull (1995) reported a 
test-retest reliability of 0.73 for the PAI-BOR scale and used a cut-off score of > 38 on PAI- 
BOR to identify potential participants with BPD. Results from Trull's study suggest that the 
PAI-BOR scale is as an effective self-report measure of DSM-IV BPD. A score of 38 or above 
was therefore used in this study to identify BPD. Jacobo et al. (2007) also indicate that the 
PAIBOR scale can be used to evaluate the intensity of BPD psychopathology and therefore 
the PAIBOR was also analysed as a continuous measure.
Psychological distress
To control for the possibility that psychological distress might affect cognition (Crowe et al., 
2006) and mentalization (Perkins, 2009), psychological distress was measured by the Brief 
Symptom Inventory (BSI; Derogatis et al., 1993), a 53 item psychological self-report 
symptom scale. A global severity score can be calculated by adding the sums for the nine 
symptom dimensions, which measure somatization, obsession-compulsion, interpersonal 
sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation and 
psychoticism plus four additional items not included in any of the dimension scores 
(Derogatis, 1975). Whilst internal consistency reliabilities have been reported for the nine 
dimensions, no alpha reliability is reported for the global severity index (Derogatis, 1975). It 
has also be shown to have high convergent validity with the Minnesota Multiphasic 
Personality Inventory with correlations ranging from 0.57 to 0.75 (Derogatis & Melisaratos 
(1983) and factor analytic studies have provided evidence of construct validity (Derogatis et 
al., 1993).
Impression management
To control for impression management, often associated with self-report measures, this 
was assessed using the 12-item Impression Management Subscale (IMS) of the Balanced
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Inventory of Desirable Responding (BIDR) (Paulhus, 1984; Paulhus, 1991). The IMS 
measures "a deliberate distortion of one's public image" (Paulhus, 1991, p.37). The IMS has 
good convergent validity and has been closely related to traditional measures of response 
dissimulation such as the Minnesota Multiphasic Personality Inventory Lie subscale 
(Paulhus, 1991). A mean reliability estimate has been calculated as 0.74 (Li & Bagger, 2007). 
Within the scale there are equal numbers of positively and negatively keyed items. Paulhus 
(1991) stated that the scale can be scored dichotomously or continuously. This study used 
the latter scoring method.
Previous experience of therapy
It was hypothesised that receiving personal therapy may affect a person's ability to 
mentalize. As a result, individuals were asked to state whether they had any previous 
experience of psychological therapy and if so, how many months of therapy they had 
received.
PROCEDURE
1. Pilot study
The questionnaire was piloted by two volunteers, both inpatients at the Eating Disorder 
Service. Their feedback was used to make a few adjustments to the design of the 
questionnaire before being finalised (appendix 1).
2. Recruitment through an NHS site
Each individual who had an appointment at the Eating Disorder Service was sent an 
information sheet (appendix 2) at least 24 hours in advance of being asked whether they 
wished to participate in the study. This was sent out by the department administrators, 
alongside information about their appointment, which is regularly provided by the Eating 
Disorders Service. When attending their appointment, these individuals were then asked if 
they wanted to participate in the study by the clinician carrying out their assessment in the 
clinic.
Any patient who was attending a follow up appointment was asked by the receptionist or 
the researcher present in reception whether they had been asked to take part in another 
research study. If they answered no to this question, it was understood that they had not 
been considered suitable to be recruited into the RCT study and therefore were eligible for
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this study1. At this point they were asked if they wanted to participate by either the 
receptionist or by the researcher.
Any potential participant who agreed to take part was given the questionnaire pack 
(appendix 1), the same information sheet as they received through the post (appendix 2), a 
consent form (appendix 3), a list of support numbers (appendix 4) and a free post 
addressed envelope, all enclosed in a sealed envelope.
Participants were asked to put their completed questionnaire and consent form into the 
sealable, addressed and freepost envelope provided and send them back to the researcher. 
The allocated questionnaires and consent forms were pre-marked with individual matching 
numbers.
The information sheet informed participants that by taking part, they could be entered into 
a prize draw from which they could win a £15 voucher. To be entered, they were required 
to write their name and address on the consent form.
3. Recruitment through a charity
An information sheet was emailed to individuals who had registered with the charity as 
being willing to volunteer for research studies (appendix 5). The information sheet stated 
that the researcher was looking for volunteers who were over the age of eighteen and had 
an ED diagnosis. Volunteers could respond by requesting a questionnaire pack be sent to 
their postal address, or could complete the questionnaire online.
If the participant requested a questionnaire to be sent through the post, they were asked to 
return any completed questionnaire and consent form (appendix 6) to the researcher in the 
freepost envelope provided. As at the Eating Disorder Service, participants were required to 
write their name and address on the consent form if they wished to be entered into the 
prize draw.
A web link to the questionnaire, presented as a survey, was advertised on the charity 
website and charity Facebook page (social network website). This meant that anyone who 
had joined the charity "group" on this social network website could see the advert on the
1 Excluding individuals who were recruited into the RCT acted as a screener to avoid recruiting 
individuals with BPD traits, which previous research suggests would confound a measure of 
mentalization.
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group "wall". Any volunteer, who chose to complete the questionnaire online, was shown 
information about the survey once they clicked on the web link provided (appendix 7). By 
clicking on "next" to a webpage in which under the subtitle "Consent" they had to click on a 
"yes or "no" response to the question "Do you agree to continue?". Participants who 
completed the questionnaire online were asked to type in their name and address in a 
response box if they wished to be entered into the prize draw. On completion, data from 
the online survey was sent securely over the internet to a password protected database.
4. Identifying a diagnosis of AN or BN
Once a BMI measure had been obtained, the EDDS was examined to determine ED 
diagnosis (see appendix 8 for EDDS scoring criteria).
ETHICAL CONSIDERATIONS
All participants were given information about the purpose of the research and informed 
that their participation was voluntary. The information also explained that the procedure of 
data collection ensured anonymity and that responses would remain confidential. Details of 
how to contact the researcher and a list of support numbers were also provided if the 
participant required further information or support (appendix 4). Patients with AN with 
extreme low weight are routinely given more intensive medical interventions, which result 
in them being admitted to hospital. It was considered unethical to ask such individuals to 
participate in the research, given how seriously unwell they were.
Ethical approval was initially sought and approved through IRAS (appendix 9), the NHS 
Research and Development office (appendix 10) and the University of Surrey (appendix 11). 
An amendment was approved by the University of Surrey for recruitment to be carried out 
through the national charity also (appendix 12).
PARTICIPANTS
In total 310 people consented to take part and began completing the questionnaire, all 
providing some demographic details. Of these, 234 completed the EDDS (75%).
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Obtaining BMI data
Before establishing ED diagnosis from all those who completed the EDDS (n=234) to detect 
the final sample, clinical data on BMI was researched for all those recruited through the 
NHS site (a7=27). For the 24 participants for whom both clinical and self-report measures of 
BMI were obtained, none provided contradictory self-report BMI measures that would have 
resulted in a different ED diagnosis being made if self-report measures had replaced clinical 
measures. In the final sample a total of 109 participants had data on BMI, which included 
14 clinical measures (13%) and 95 self-report values (87%). One participant had missing BMI 
data and was therefore excluded from analyses on BMI.
ED diagnosis
In total, 110 individuals (47%) met the criteria for AN (n=52, 47%) or BN (n=58, 53%). Due to 
the different completion rates of the different questionnaires (see table 3), sample size 
varied for each hypothesis being tested to ensure maximum power could be gained for 
each statistical test.
Table 3: Measures completed by each participant group at each recruitment site:2
Measure
completed
All
participants
AN total AN with 
BPD
AN without 
BPD
BN total BN with 
BPD
BN without 
BPD
Demographics 45 10 4 6 10 5 4
RFQ54 45 10 4 6 10 5 4
EDDS 45 10 4 6 10 5 4
Nil- BSI 45 10 4 6 10 5 4
PAI-BOR 44 10 4 6 9 5 4
MASQ 44 10 4 6 10 5 4
EYES 41 9 3 6 9 4 4
IMS 42 9 4 5 10 5 4
Demographics 265 42 17 19 48 32 7
RFQ54 198 42 17 19 48 32 7
EDDS 189 42 17 19 48 32 7
Charity 160 37 17 19 39 32 7
PAI-BOR 156 36 17 19 39 32 7
MASQ 148 34 15 19 34 27 7
EYES 145 33 15 17 34 27 7
IMS 146 33 15 18 35 28 7
Demographics 310 52 21 25 58 37 11
RFQ54 243 52 21 25 58 37 11
TOTAL EDDS 234 52 21 25 58 37 11
fNHS md ^ 205 47 21 25 48 37 11ST pai-bor 200 46 21 25 48 37 11MASQ 192 44 19 25 44 32 11
EYES 186 42 18 23 43 31 11
IMS 188 42 19 23 45 33 11
2 Participants with missing data on the PAI-BOR were excluded from frequency counts in this table.
137
Comorbidity of BPD and ED
It was expected that relatively few of the sample would meet criteria for a BPD diagnosis 
given the recruitment strategy. However, participants were screened for comorbidity and 
over half of the participants did, in fact, meet criteria for BPD (see table 4). A diagnosis of 
BPD was more prevalent in the BN sample (n=37, 64%), compared to the AN sample (n=21, 
40%), a significant difference (x2(l)=9.82, p<0.001). To ensure maximum power for 
statistical analysis, the decision was made to include individuals with BPD in the statistical 
analyses and test to see if a diagnosis of BPD according to the PAI-BOR would need to be 
considered as a covariate.
Table 4: Prevalence of BPD within the samples
TOTAL (AN and BN) AN BN
N % N % N %
Total
recruited
110 - 52 47 58 53
PAIBOR data 
available
94 83 46 88 48 83
Diagnosis of 
BPD made
58 53 21 40 37 64
STATISTICAL ANALYSIS
The data was analysed using the Predictive Analytics Software (PASW) Statistics 18, Release 
Version 18.0.0 (SPSS Inc., 2009).
The data was screened for missing values. Sample mean scores for items on a subscale 
were used to replace missing data when < 5% of a subscale was missing. If more than 5% of 
the data was missing, this participant's data was excluded from the analysis on this 
subscale. Outliers were examined by calculating and inspecting z-scores for each case. Z- 
scores for skewness and kurtosis were also calculated by dividing the skewness/kurtosis 
value by their standard errors to check the distribution of the variables were normal within 
each ED group. Z-scores with an absolute value greater than 2.58 were assumed to be non- 
normally distributed, based on the criteria outlined by Field (2005) for small sample sizes 
(axIOO). Transformations were carried out on variables not normally distributed. When 
transformations failed to produce normally distributed variables, scores were changed by
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calculating which score would give rise to a z-score of 3.29, an option outlined by Field 
(2005).
Data was also examined using Levene's test to check for homogeneity of variance. 
Distribution of the residuals across the whole sample were standardized and inspected 
using the criteria that 0% were above 3.29, <1% were above 2.58 and <5% were above 1.96 
(Field, 2005) to ensure the model was an acceptable fit of the sample data when carrying 
out an ANCOVA.
Correlations between demographic details and all variables (appendix 13) and correlations 
between all main variables (appendix 14) were also calculated. If a variable was significantly 
related (p<0.05) to mentalization, it was considered a covariate in the ANCOVA for 
hypothesis 1. Any measure significantly correlated with cognitive impairment, was 
considered a covariate in the ANCOVA for hypothesis two. Assessing correlations with a 
dependent variable is considered a criteria when performing analysis of covariance to 
identify potential covariates (Tabachnick & Fidell, 2007). Any variable which was found to 
be significantly different between groups was excluded as a potential variable in ANCOVA 
(Field, 2009).
All tests reported are two-tailed and equal variance is assumed between groups unless 
otherwise specified.
Reliabilities analysis
All reliabilities are reported as Cronbach alpha (or). The RFQ54 showed overall reliability 
(or=O.84) as did the MASQ (or=O.95). All five subtests of the MASQ were also reliable 
including language (or=O.8), visual perception (or=0.82), verbal memory (or=O.89), visual 
spatial memory (or=0.88) and attention/concentration (or=O.80). The reliability of the RFQ18 
was lower (or=0.79) as were the RFQ18 subscales of 'self (or=O.69) and 'o the f (or=O.79), but 
still considered reliable according to Kline (1999) who states that although 0.8 is the general 
accepted value of reliability for cognitive tests such as intelligence tests, for ability tests, a 
cut-off point of 0.7 is more suitable. He also suggests that when looking at psychological 
constructs, values below this cut off can be expected due the diversity of the constructs 
being measured.
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Intended analytical approach
Hypothesis 1: ED groups and Mentalization
An ANCOVA was used to investigate whether there was a significant difference in 
mentalization ability between the two ED groups, whilst controlling for confounding 
variables. This was carried out on all tests of mentalization (RFQ54, Eyes Test, RFQ18, 
RFQlSself and RFQISother).
Hypothesis 2: ED groups and Cognitive Impairment
Differences in cognitive impairment between individuals with AN and those with BN were 
investigated with an ANCOVA, controlling for confounding variables. Differences were 
analysed on all cognitive domains as measured by MASQ.
Hypothesis 3: BMI and Mentalization
Due to BMI data not meeting assumptions for homogeneity of variance, a partial 
parametric correlation (Pearson's r) was calculated within each ED group to assess the 
relationship between BMI and mentalization ability, whilst controlling for BPD 
psychopathology as a confounding variable.
Hypothesis 4: BMI and Cognitive Impairment
A partial parametric correlation (Pearson's r) was calculated within each ED group, to 
assess the relationship between BMI and cognitive impairment. The relationship between 
BMI and total MASQ scores and BMI and each of the five cognitive impairment scales were 
analysed, whilst controlling for BPD psychopathology as a confounding variable.
RESULTS
DATA SCREENING
Missing data
Mean scores were used as substitutes for three missing values on the RFQ54, which 
included one data value for one participant with AN and two data values for one participant 
with BN. For each data value the sample (ED group) mean was calculated and used to
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replace the missing value. A mean sample score was used a substitute for one participant 
with AN for one data value on the Eyes Test. Data on the MASQ from one participant (with 
BN), data on the Eyes Test from four participants (two with AN and two with BN) and data 
on the IMS from one participant (with AN) had to be excluded due to over 5% of the data 
being missing on these particular questionnaires. No missing value was identified on the 
PAI-BOR. No missing data was substituted on the EDDS as this was used as a diagnostic 
measure and substitution for this measure would not have been meaningful.
Exploration of assumptions of statistical tests
Inspection of skewness and kurtosis indicated that three measures were not normally 
distributed. These included length of personal therapy in both the AN group (skewness z- 
score=3.51, kurtosis z-score=0.96) and the BN group (skewness z-score=6.12, kurtosis z- 
score=6.23), BMI in the BN group (skewness z-score=8.08, kurtosis z-score=13.5) and the 
Eyes test in the BN group (skewness z-score=3.34, kurtosis z-score=4.27). All other variables 
showed z-scores<2.58 and so were assumed to be normally distributed (see appendix 15).
Homogeneity of variance was confirmed as equivalent for all measures (see appendix 16), 
other than BMI (p<0.001), indicating a significant difference in the variance of BMI between 
the two ED groups (p<0.05; Field, 2005). Standardization of the residuals across the whole 
sample indicated that the assumptions for normal distribution were met for all variables to 
be used in ANCOVA tests other than the visual spatial memory and attention/concentration 
subtests (1% (n=l) z-scores>2.58).
A square rooted transformation of the length of therapy variable produced a variable 
(length of therapy SQRT) which appeared to be normally distributed in the AN group 
(skewness z-score=l.22, kurtosis z-score=0.60) and in the BN group (skewness z-score=2.79, 
kurtosis z-score=1.04). A square rooted transformation of the visual spatial memory 
subtest provided a variable (VSM SQRT) with all residuals fitting the criteria for an ANCOVA 
test (less than 1% of z-scores>2.58). As transformations did not succeed in achieving 
normality for the attention/concentration subtest of the MASQ and the Eyes Test, one 
outlier within each variable was replaced with a score that would give rise to a z-score of 
3.29, a method suggested by Field (2005).
The assumption for homogeneity of variance was violated for the measure of BMI, as the 
variances of BMI scores were significantly different between the AN and the BN group
141
(F(l,75)=11.39, p<0.001), even after outliers had been accounted for. A parametric test of 
correlation within each ED group was therefore used to test the hypotheses investigating 
the relationship between BMI and mentalization or cognitive impairment (hypotheses 3 
and 4).
DEMOGRAPHICS
Table 5: Demoerahic details3
Category Sub category AN BN
Whole sample 
(AN and BN)
N 52 58 110
Mean SD Mean SD Mean SD
Age (in years) 25.05 6.49 24.7 5.84 24.87 6.13
N % N % N %
Gender Female 52 100 58 100 110 100
Male 0 0 0 0 0 0
Relationship:In a long-term relationship 11 21 11 19 22 20
status Not in a long-term relationship 41 79 47 81 88 80
Ethnicity White British 49 94 47 81 96 87
Any other white background 1 2 5 9 6 5
White mixed background 1 2 2 3 3 3
Non-white background 1 2 4 7 5 5
Employment Employed 19 36 20 35 39 35
Self-employed 2 4 2 3 4 4
Unemployed 18 35 9 16 27 24
Studying 12 23 25 43 37 34
Retired 0 0 0 0 0 0
Homemaker 1 2 2 3 3 3
Education Secondary school to age 16 4 8 2 3 6 5
Secondary schoool to age 18 16 31 22 38 38 35
Non-degree vocational work 6 11 5 9 11 10based training
University degree 20 38 25 43 45 41
University postgraduate degree 5 10 4 7 9 8
University doctoral level 1 2 0 0 1 1
^Demographic information is given for participants who completed the RFQ54 and the EDDS. Not all 
these participants completed the remaining measures including the MASQ, EYES and IMS and so 
demographic details for the population who completed these measures would be different.
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Gender, age and relationship status
All participants were female (n=110, 100%). On average individuals with AN were slightly 
older (/V7=25.05, 50=5.84) than those with BN (/V7=24.87, 50=6.13) and were more likely to 
be in a long-term relationship (n = ll/ 21%) than individuals with BN (n = ll/ 19%). However, 
no significant differences were found between the two groups on age or relationship status 
(p>0.05).
Ethnicity
The majority of participants identified themselves as being of white ethnicity (n=102, 93%) 
with the rest stating they were from diverse non-white backgrounds (n=8, 7%). In total, 87% 
(n=96) of participants were White British. No significant association was identified between 
ED diagnosis and individuals categorising themselves as White British or not (x2(l)=4.30, 
p=0.04). Individuals with AN were more likely to categorise themselves as White British 
(94%) compared to those with BN (81%).
Employment
In total 39% (n=43) were either employed or self-employed, 24% (n=27) were unemployed, 
34% (n=37) were studying and 3% (n=3) identified themselves as homemakers. The 
relationship between "unemployment" status (not including those who stated they were 
"studying" or "homemakers") and type of ED diagnosis (AN or BN) was significant 
Of2(l)=5.40, p=0.02), suggesting that individuals with AN were significantly more likely to 
state being unemployed compared to participants with BN. The number of people who 
stated they were in an employed job (either "employed" or "self-employed") was not 
significantly associated to ED diagnosis (%2(1)=0.07, p=0.79). The relationship between a 
participant stating they were "studying" was significantly related to type of ED diagnosis 
(%2(1)=4.93, p=0.03), suggesting that individuals with BN were significantly more likely to 
state they were studying compared to participants with AN.
Education
All individuals had been either educated at secondary school or had obtained a university 
degree or higher. In total, 50% (n=55) stated reaching university degree level or higher with 
regards to their highest level of education. No significant difference was found between the 
ED groups in the proportion of people who had a university degree or higher (p>0.05).
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DESCRIPTIVE STATISTICS
A summary of the descriptive statistics for each variable across the whole sample and 
within each ED group is outlined in table 6.
Table 6: Descriptive statistics
Total sample AN BN
N Minimum Maximum Mean 50 N Minimum Maximum Mean SD N Minimum Maximum Mean SD
BMI 106 11.97 28.10 17.45 2.89 52 11.97 17.44 15.36 1.23 54 14.08 28.10 19.46 2.58
Length of 
therapy 107 0 144 33.55 32.26 50 0 120 38.38 32.38 57 0.00 144.00 29.32 31.43
(months)
Length of 
therapy (SQRT) 104 1 12 5.29 2.56 49 1.41 10.95 5.73 2.55 55 1.00 12.00 4.91 2.53
RFQ54 110 114 283 230.23 32.06 52 169 283 242.13 27.86 58 114 281 219.55 32.04
RFQ18 110 18 105 69.39 15.61 52 40 98 74.19 13.43 58 18 105 65.09 16.27
RFQlSself 110 9 51 32.03 9.23 52 15 51 35.15 7.72 58 9 50 29.22 9.60
RFQISother 110 9 59 37.36 9.96 52 17 55 39.04 8.84 58 9 59 35.86 10.72
Eyes 84 16 33 26.25 3.80 41 16 33 26.59 4.15 43 18 33 25.93 3.45
MASQ total 88 48 169 104.44 23.80 44 48 151 102.00 24.24 44 62 169 106.89 23.38
Language 88 9 32 20.75 5.34 44 10 30 20.64 5.35 44 9 32 20.86 5.38
Visual
Perception 88 6 28 15.94 5.15 44 6 27 15.98 5.27 44 6 28 15.91 5.08
Verbal Memory 88 10 40 23.67 6.62 44 11 36 22.75 6.60 44 10 40 24.59 6.58
Visual Spatial 
Memory 88 8 36 19.59 6.28 44 8 30 19.34 6.28 44 9 36 19.84 6.34
VSM (SQRT) 88 2.83 6.00 4.37 0.72 44 2.83 5.48 4.33 0.74 44 3 6 4.40 0.71
Attention
Concentration 88 11 38 24.50 5.39 44 11 36 23.32 5.26 44 14 38 25.68 5.32
PAIBOR 94 13 68 41.51 14.14 46 15 61 36.74 13.61 48 13 68 46.08 13.22
IMS 87 0 10 3.48 2.24 42 0 10 3.50 2.30 45 0 8 3.47 2.20
BSI 95 12 206 115.76 44.25 47 15 206 117.26 43.72 48 12 186 114.29 45.17
Differences between ED groups
BMI ranged from 11.97 to 17.44 in the AN group and from 14.08 to 28.10 in the BN group. 
A difference in mean BMI scores was significant between the groups (t(104)=-10.36,
p<0.001).
Individuals with BN were significantly more likely to meet the criteria for BPD on the 
PAIBOR compared to individuals with AN (x2(l)=9.82, p<0.001). Results suggested that a 
significant difference existed between individuals with BPD compared to those without BPD 
on the RFQ54 (t(91)=5.02, p<0.001, equal variances not assumed) and RFQ18 (t(92)=3.63, 
pcO.OOl). There was also a significant difference on total scores on the MASQ between 
individuals with BPD and those who did not fit the criteria for this diagnosis (t=-2.53.
144
p=0.01). It was concluded that BPD psychopathology needed to be included as a potential 
covariate when carrying out correlations in hypothesis 3 and 4.
POTENTIAL COVARIATES FOR ANCOVA
No significant relationship was found between any demographic details including age, 
relationship status, ethnicity, an unemployment status, a status of "studying", education, 
with any measure of mentalization or cognitive impairment i.e. the dependent variables for 
the different hypotheses (all p>0.05) (see appendix 13). Therefore, no demographic details 
were considered as potential confounds on mentalization or cognitive impairment.
Table 7 outlines which measures were considered covariates for each dependent variable 
used in ANCOVAs for hypotheses one and two. Covariates were considered to be measures 
that significantly correlated with the dependent variable in question (see appendix 14 for 
table of correlations) but were not found to significantly differ between ED groups (p>0.05). 
Although BMI and BPD psychopathology significantly correlated to dependent variables, 
these were excluded as potential covariates due to a significant difference found between 
the ED groups with regards to these measures.
Table 7: Covariates for each measure used as a dependent variable in ANCOVA
Dependent variable Measure Covariates
Mentalization RFQ54 Language; Verbal Memory; Attention/ 
Concentration; Psychological Distress
RFQ18 Language; Psychological Distress
RFQlSself Language; Visual Perception; Verbal Memory; 
Attention/Concentration; Psychological 
Distress; Length of therapy
RFQISother None
Eyes Test None
Cognitive Impairment MASQ total Mentalization(RFQ54); Psychological Distress; 
Impression Management
Language Mentalization (RFQ54); Psychological Distress; 
Impression Management
Visual Perception Psychological Distress
Verbal Memory Mentalization (RFQ54); Psychological Distress; 
Impression Management
Visual Spatial Memory (SQRT) Length of therapy
Atte ntion/Co ncentration Mentalization (RFQ54); Psychological Distress; 
Impression Management
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HYPOTHESIS TESTING
Hypothesis 1: Individuals with Anorexia Nervosa will report significantly lower 
mentalization than participants with Bulimia Nervosa.
RFQ54
ANCOVA revealed that mentalization was on average higher amongst individuals with AN 
(M=243.96, 50=26.79), compared to those with BN (M=223.83, 50=29.77) and this 
difference was significant (F(l,81)=12.24/ p<0.001, r=0.35) after controlling for the effect of 
language, verbal memory, attention/concentration and psychological distress. The only 
covariate that was significantly related to mentalization was psychological distress 
(F(l,81)=4.59, p=0.04, r=0.22).
RFQ18
Mean scores on the RFQ18 were higher amongst individuals with AN (M=75.17, 50=12.65), 
compared to those with BN (M=67.14, 50=15.30). ANCOVA showed that AN had 
significantly greater mentalization ability compared to those with BN (F(l,83)=9.29, 
p<0.001, r=0.31) after controlling for the effect of language impairment and psychological 
distress. The covariates language impairment and psychological distress did not significantly 
relate to mentalization (p>0.05).
Eves Test
ANCOVA revealed that mean scores on the Eyes Test were not significantly different 
between the ED groups (F(l, 82)=0.62, p=0.43, r=0.09).
Further analyses were carried out to see whether a difference in mentalization ability was 
present in both 'self and 'other' dimensions.
RFQ18 self
ANCOVA indicated that individuals with AN scored higher on the RFQ18 self subscale 
(M=35.15, 50=7.72) compared to the BN group (M=29.22, 50=9.60) and this difference was 
significant (F(l,74)=4.75, p=0.01, r=0.30) whilst controlling for the potential covariates. 
Psychological distress was the only covariate which significantly related to mentalization of 
self (F(l,74)=6.55, p=0.01, r=0.28).
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RFQ18 other
The ED groups did not score significantly different on the RFQ18 other subscale 
(F(l,108)=2.83, p=0.10, r=0.16) when carrying out ANCOVA.
Conclusion for hypothesis 1: The statistical tests showed that individuals with AN had 
significantly higher overall mentalization and mentalization of 'self compared to those with 
BN, as measured by the RFQ. No significant difference was found between the groups on 
mentalization as measured by the Eyes Test or on the 'internal-othef dimension of 
mentalization, as measured on the RFQ18. Hypothesis one was not supported.
Hypothesis 2: Individuals with Anorexia Nervosa will report significantly higher
levels of cognitive impairment than participants with Bulimia Nervosa.
ANCOVA showed that overall cognitive impairment was not significantly different between 
AN and BN groups (F(l, 80)=0.59, p=0.44, r=0.08), when controlling for impression 
management, psychological distress and mentalization as potential covariates. Impression 
management was found to significantly correlate with cognitive impairment (F(l,80)=6.23, 
p=0.02, r=0.26) as was psychological distress (F(l,80)=15.71, p<0.001, r=0.40). The 
covariate mentalization did not significantly relate to cognitive impairment (p>0.05).
No significant difference was found between the AN and BN groups on language, visual 
perception, verbal memory, visual spatial memory or attention/concentration (p>0.05), 
whilst controlling for covariates.
Conclusion for hypothesis 2: No significant difference was found between the two ED 
groups on overall cognitive impairment, language impairment, visual perception, verbal 
memory, visual spatial memory or attention/concentration. Hypothesis 2 was not 
supported.
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Hypothesis 3: Body Mass Index will correlate positively with reflective function.
All tests for hypothesis 3 are reported as one tailed.
Within the AN group, BMI was not significantly correlated with the RFQ54 (n=46, r=-0.07, 
p=0.34), the Eyes Test (n=41, r=-0.12, p=0.22) or the RFQ18 (n=46, r^-0.14, p=0.20). Within 
the BN group, BMI was not significantly correlated with the RFQ54, (n=44, r=-0.10, p=0.27), 
the Eyes Test (n=40, r=-0.04, p=0.41) or the RFQ18 (n=44, r=-0.13, p=0.21).
Conclusion for hypothesis 3: Body mass index was not found to be significantly related to 
any measure of overall mentalization ability in either ED group. Hypothesis 3 was therefore 
rejected.
Hypothesis 4: Body Mass Index will correlate negatively with cognitive 
impairment.
All tests for hypothesis 4 are reported as one tailed.
AN (n=44)
There was no significant correlation between BMI and total cognitive impairment (r=-0.23, 
p=0.07). No significant correlation was found between BMI and language impairment, 
visual perception or verbal memory. However, significant negative correlations were 
identified between BMI and impairment to visual spatial memory (r=-0.26, p=0.05) and 
attention/concentration impairment (r=-0.28, p=0.04).
BN (n=42)
Amongst the BN group there was a significant negative correlation between BMI and total 
cognitive impairment (r=-0.48, p<0.001). A significant negative correlation was also 
reported between BMI and all five subscales of cognitive impairment, including language 
(r=-0.34, p=0.02), visual perception (r=-0.36, p=0.01), verbal memory (r=-0.32, p=0.02), 
visual spatial memory (r=-0.40, p=0.01) and attention/concentration (r=-0.50, p<0.001).
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Conclusion for hypothesis 4: Tests investigating hypothesis 4 produced mixed findings. 
Results from the AN group indicated that BMI was not significantly related to global 
cognitive impairment. This result rejected the hypothesis. However, those with lower BMI 
in this group did report significantly greater impairment to their visual spatial memory and 
attention/concentration. Hypothesis 4 was supported by findings amongst the BN group 
who reported that low BMI was significantly related to impairment in areas of language, 
visual perception, verbal memory, visual spatial memory and attention/concentration.
DISCUSSION
Individuals with AN were not significantly worse at mentalizing compared to those with BN 
and BMI did not significantly relate to reflective function. The findings of this study suggest 
that mentalization ability previously identified amongst individuals with EDs is not primarily 
related to low BMI more commonly associated with the diagnosis of AN. On the contrary, 
the results were significant in identifying individuals with BN as having lower mentalization 
ability compared to those with AN, suggesting that on average it is a diagnosis of BN that 
can be associated with a lower reflective function. The effect size of this significant 
difference was measured as medium for both RFQ measures. A significant difference in 
mentalization was detected on the RFQ measures but not the Eyes Test. Further analysis on 
the RFQ18 revealed that individuals with BN had significantly poorer 'internal- self 
mentalization compared to those with AN, but no difference was detected between the 
two ED groups on 'internal-other' mentalization i.e. the ability to understand the thoughts 
and feelings of others.
The two ED groups did not report a significant difference in cognitive impairment. Low BMI 
was however significantly related to cognitive impairments within both ED groups. Amongst 
those with BN, the lower the BMI the greater the cognitive impairment in all cognitive 
domains assessed. The relationship between cognitive impairment and BMI was reported 
as being more specific amongst the AN group. Individuals with AN with lower BMI reported 
having significantly poorer visual spatial memory and attention/concentration, but no 
significant relationship was found between BMI and language, visual perception, verbal 
memory or general cognitive impairment in this group.
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THEORETICAL IMPLICATIONS
Mentalization
The findings of this study suggest that the DSM-IV categorical system identifies one or more 
defining features of the two EDs which separate individuals in terms of mentalization 
ability. The effect of having a diagnosis of AN or BN on reflective function cannot be 
explained by low BMI. Although a low body weight is a defining feature of AN, the results of 
this study suggest that BMI cannot be used to differentiate ED groups in terms of reflective 
function, as BMI did not significantly relate to mentalization. This finding coincides with 
previous research that found BMI did not correlate with emotional theory of mind 
(Oldershaw et al., 2009).
Whilst literature on mentalization amongst ED populations remains sparse, theories to date 
have mainly outlined the understanding of ED psychopathology as a whole (Fonagy, 2005), 
or focused primarily on AN (Ward et al., 2001; Skârderud, 2007a, 2007b, 2007c). The results 
of this study suggest that the nature of BN, which distinguishes it from AN, may need to be 
explored further in order to understand why people with this particular ED on average 
appear to be worse at mentalizing compared to those with AN. Skârderud (2007b) 
proposed that the persistent nature of AN is the key reason why individuals with this ED 
struggle to come to terms with and understand their internal world. It seems, however, 
that theories may need to consider why individuals with BN, whose symptoms are 
described as episodic in nature (APA, 2000), also appear to struggle with mentalization, and 
have particular difficulties with comprehending internal mental states.
The results also indicated that when mentalization ability is looked at by considering the 
different dimensions theorised by Bateman and Fonagy (2004), the ability to attend to 
one's own mental states was significantly worse amongst the BN group compared to those 
with AN, but no difference was found between the groups on 'internal-other' 
mentalization. It seems important to begin to understand why individuals with BN 
particularly struggle to understand their internal states. This finding also highlights the need 
to consider particular dimensions of mentalization when assessing this ability in attempts to 
understand the nature of the different EDs. As Skârderud (2011) suggests:
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'Impairments in mentalization with regard to oneself and other, may be important 
aspects to capture and describe and to better understand eating disorders; and, 
hence, to be able to tailor treatment more precisely to the psychopathology o f the 
disorder' (p.4).
Associations between BN and BPD
The distinguishing feature of poorer 'internal-self reflective function amongst individuals 
with BN may add to the list of similarities that have been drawn between BN and BPD. 
Although research has produced conflicting findings as to whether individuals with BPD 
have difficulty comprehending the internal states of others (e.g. Fertuck et al., 2009), it is 
clear that BPD is associated with a difficulty in understanding one's own internal state (e.g. 
Bateman & Fonagy, 2004). Whilst it is believed that the relationship between personality 
disorders and EDs should be considered loosely (Skârderud & Fonagy, in press), it is 
proposed that exploring similarities between these disorders may help us to understand 
the relationship between ED psychopathology and mentalization.
One possible route of exploration is the relationship between mentalization and 
impulsivity, which is described as an essential feature of BN (Dominguez et al., 2009) and 
BPD (Grootens et al., 2008). Lacey and Evans (1986) suggest that the central mechanism 
driving BPD and BN is impaired impulse control, which may explain the high co-morbidity 
between the two disorders as identified in this study and previous research (e.g. 
Rosenvinge et al., 2000). Bateman and Fonagy (2004) propose that mentalization underlies 
the development of the organisation of the self, including the capacity for regulating 
emotions, self-monitoring and impulse control. In light of the findings from this study, it is 
proposed that it is perhaps the lack of capacity for impulse control, which is described as a 
defining feature of BN, which may be a key factor in relation to poor mentalization and in 
particular 'internal-self mentalization. It is of note, however, that whilst impulsivity is 
labelled as a characteristic of BN, it is a clinical presentation of both BN and AN subtypes 
(Waxman, 2009). It is therefore recommended that any further investigation should explore 
the relationship between impulsivity and mentalization ability across all ED diagnoses. The 
need for research in this area is highlighted by Vermote (2005) who found that impulsivity 
mediated the effect of therapy on mentalization amongst individuals receiving 
psychoanalytic treatment for personality disorder.
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Furthermore, the relationship between mentalization and impulsivity may be particularly 
pertinent amongst individuals who present with multiple types of impulsive behaviour, as 
identified amongst a subgroup of individuals with BN (Lacey and Evans, 1986). The presence 
of multi-impulsivity is clinically relevant, as individuals with BN with this feature have been 
found to respond more poorly in treatment compared to those without it (Fichter et al., 
1994), and these individuals also require more intensive treatment (Lacey & Read, 1993). 
Perkins (2009) found that mentalization acts as a mediator in the expression of multi- 
impulsive behaviour, but noted that the direction of causality and mediation effects is not 
clear. The relationship between multi-impulsivity and mentalization ability amongst 
individuals with EDs has not yet been investigated and such research would be 
recommended.
It may be that one or a number of similar features of BPD and EDs relate to mentalization 
ability. Another avenue of research may be the investigation of the relationship between 
mentalization and different attachment styles, as there is some evidence to suggest that 
individuals with BPD and BN have a tendency to display preoccupied attachment styles 
(Candelori & Ciocca, 1998; Levy, 2005). As mentioned earlier, however, a consensus has not 
been reached with regards to whether ED subtypes are associated with different 
attachment styles (O'Shaughnessy & Dallos, 2009) and this would need clarification when 
investigating the effect of attachment style on reflective function amongst people with EDs. 
Addressing attachment insecurity amongst individuals with EDs has been highlighted by 
llling et al. (2010) who showed that higher attachment anxiety significantly relates to 
greater ED symptom severity and poorer treatment outcome across all EDs even after 
controlling for ED diagnosis.
Measures of mentalization: Assessing different dimensions
The results indicated that the RFQ identified a significant difference in mentalization ability 
whereas the Eyes Test did not. Whilst the RFQ assesses mentalization by considering 
internal processes, the Eyes Test solely measures the external dimension of this ability. It 
may be concluded, therefore, that the internal processes when recalling personal 
experiences are significantly different between those with BN compared to those with AN, 
but the ability to infer emotions of others, by looking at their eyes, is not significantly 
different between the groups. Further work would be needed to consider how the ED
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groups compare with regards to the different aspects of mentalization. The significant 
difference between the two ED groups on 'internal-self mentalization ability, as identified 
using the RFQ18 self-subscale also highlights the importance of assessing the different 
dimensions of the facets of mentalization, as outlined by Luyten et al. (in press).
It may be argued that differences in external mentalization between the ED groups were 
not identified on the Eyes Test due to the limitations of the design of this study. In their 
research, Baron-Cohen etal. (2001) presented each set of eyes to participants one at a time 
on a computer screen. In this study, individuals were presented with six sets of eyes on 
each page. Furthermore, a glossary designed to ensure participants understand the words 
used (Baron-Cohen et al., 2001) was not provided. These are considered methodological 
limitations and it remains unclear how these may have affected the results.
There are also possible limitations with using the Eyes Test to assess mentalization ability. 
Hallerback et al. (2009) point out that researchers have often developed their own versions 
of the Eyes Test, but no consensus has been recorded as to how to go about this process 
and what an edited version of the Eyes Test consists of. Such reported manipulation 
suggests that perhaps the Eyes Test is not as robust a measure of mentalization compared 
to the RFQ.
It is also of note that the RFQ54 and RFQ18 are in the early stage of development and have 
not yet been validated on an ED sample. Interpretation of the findings from these measures 
should therefore be considered cautiously.
Pseudo-mentalization
As mentioned previously, some individuals who are poor at mentalizing may still be able to 
appear to mentalize i.e. pseudo-mentalize when considering the mental processes they 
would experience in an imaginary situation. As questions on the RFQ ask individuals to 
identify internal mental processes by imagining real life situations, it is queried whether 
such questions may not be sensitive in identifying individuals who use their imagination to 
outline their version of themselves and pseudo-mentalize to answer the questions. This 
may be particularly pertinent for individuals with AN, as it has been recognised that people 
with this ED have difficulty with thinking abstractly about psychological issues and have 
poor psychological insight (Tokley & Kemps, 2007; Greenfeld et al., 1990). It could be 
argued that it may be difficult for anyone to "fake" good mentalizing on the RFQ, due to the
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mixed scoring system and the inclusion of non-obvious items, but clarification on this issue 
is yet to be established. Of note, 16 of the 18 items on the RFQ18 are median scored. It 
could be argued, therefore, that a possible artefact of this measure is that if an individual 
was undecided about what to put, they would score well by merely choosing the mid-point 
each time. The 'other' subscale has more mid-point scored items (8) compared to the 'self 
subscale (6), suggesting it may be easier to score better on this subscale by continually 
choosing the mid-point. It remains unknown as to whether the ability to pseudo-mentalize 
was a confounding variable in assessing mentalization ability amongst people with EDs and 
whether this ability affected the results. Further studies would need to explore whether the 
ability to pseudo-mentalize is just as frequent in each ED diagnostic group and consider 
how this ability would present on any measure of mentalization. To test whether people 
are pseudo-mentalizing, it would be beneficial to assess implicit mentalization, i.e. when 
people are actively engaged in the process of mentalizing.
Cognitive functioning
This study found cognitive processes to be similarly impaired amongst individuals with AN 
and those with BN. This finding contradicts the theory that cognitive processes are 
differentially impaired between EDs (e.g. Zaknanis et al., 2010) and supports the findings of 
other research studies which identified similar levels of cognitive impairment across the 
two ED groups (e.g. Lauer et al., 1999; Bosanac et al., 2007). It seems, however, that whilst 
differences in cognitive impairment between the two groups were not identified, the 
finding that low BMI was significantly related to aspects of cognitive impairment within 
both groups, suggests that the implications of having a low BMI, rather than ED diagnosis 
per se, should not be ignored.
The results suggest that low BMI is related to cognitive impairment, but amongst people 
with AN, the relationship between low body weight and cognitive functioning is only 
significant for tasks requiring visual spatial memory and attention/concentration. This 
finding fits with previous studies which identified attention difficulties (Green et al., 1996) 
and visuo-spatial impairments (Thompson, 1993) amongst individuals with AN, with the 
suggestion that these worsen as BMI decreases. It would seem perhaps that these results 
may help to build a consensus on which cognitive functions are particularly impaired 
amongst those with EDs, which Duchesne et al. (2004) suggested was still lacking in the 
literature.
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Potential unmeasured confounds
The effect sizes of the significant difference found in overall and 'internal-self 
mentalization ability between the ED groups were medium, suggesting that diagnosis 
explained only part of the variance, even after controlling for covariates. As these effects 
were not large, there is a possibility that an un-measured confounding variable may have 
played a part in the differences in mentalization detected between the two ED groups.
One explanation for this finding may be that the ability to mentalize is related to the 
severity of an ED. As severity was not measured in this study, it is unclear whether the 
severity of the ED acts as a covariate when considering the relationship between ED 
diagnosis and mentalization. Further studies could measure the relationship between 
mentalization and ED severity with established outcome measures such as the Eating 
Disorder Inventory (Garner et al., 1983) or the Eating Attitudes Test (Garner et al., 1982). Of 
note, the distribution of severity of ED may have been uneven within the two ED groups 
studied, as individuals recruited through the NHS with severe AN, were not recruited as 
they were considered too unwell to take part. As individuals with severe BN would not have 
been excluded due to poor physical health, it is likely that they were included in the 
recruitment process. Therefore, the sample may not have represented equal levels of 
severity across both groups.
It could also be argued that the low BMI associated with cognitive impairment is indicative 
of disorder severity, which may be more pertinent to cognitive dysfunction. The 
relationship between BMI and symptom severity was researched by Lowe et al. (2006) who 
found that weight suppression amongst individuals with BN, was significantly related to 
frequency of binge eating, with the authors suggesting that dietary restraint is a cause and 
perpetuating factor of eating disordered behaviour. This highlights the need to investigate 
whether the severity of an ED acts as covariate in the relationship between BMI and mental 
processing.
Furthermore, as BMI may not be a good reflection of nutritional status (Moser et al., 2003; 
Vaisman et al., 1988), further studies should assess whether nutrition itself is related to 
mental processing in EDs. The same applies to other physical changes experienced by those 
with EDs, such as hormonal changes. As decreased levels in estrogen have been associated 
with emotional processing (Amin et al., 2006), further studies should investigate what a 
change in hormone means with regards to mentalization and cognitive functioning.
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The chronicity of the disorder experienced was not assessed and it remains unclear as to 
how this factor may affect an individual's ability to mentalize. It seems important to 
recognise that any potential confounding variable which affects mentalization may be 
something present in all ED diagnoses and should therefore be assessed across all ED 
groups.
BPD co-morbidity
The recorded prevalence of BPD within the recruited sample was higher than predicted. It 
was believed that individuals who were noted as having symptoms of BPD by their refer re r 
would be recruited into the RCT being carried out simultaneously and would not be asked 
to participate in this study. It could be argued that not all individuals with BPD were being 
clearly identified and screened out of the process. Similarly, no procedure was put in place 
to dissuade people with BPD from taking part if they were recruited through the charity, 
and this itself is a methodological limitation.
The co-morbidity of BPD amongst individuals with AN or BN was recorded as being higher 
than the results of previous studies. It was predicted that individuals with BPD would 
account for roughly 20% of individuals being referred to the NHS service, as this was the 
percentage identified in an audit on site (Robinson, 2009). Godt (2008) stated that while 
nearly 30% of ED patients met criteria for a personality disorder, only 6.2% had BPD. This 
study appears to contradict these results, with findings that 61.7% of people with AN and 
BN fitted the criteria for BPD, including 45.6% individuals with AN and 77.1% of individuals 
with BN, even with a screener put in place to not recruit individuals with BPD at the NHS 
site. Godt (2008) suggests that greater prevalence of co-morbidity recorded in studies is 
due to weaknesses in methodologies. The reason for the higher prevalence recorded in this 
study may be due to the assessment measure being self-report. Rosenvinge et al. (2000) 
found 42% of patients with ED to have BPD when assessed using a self-report measure. It 
seems therefore that the large discrepancy found between subjective and objective 
assessments of co-morbidity need to be considered and analysed in order to get a clearer 
view of the prevalence of having both these disorders.
What the results also suggest is that further studies should look beyond the point of 
considering the implications of BPD comorbidity in order to understand the 
psychopathology of EDs, particularly in relation to mentalization ability. Whilst this study
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recognises the co-morbidity of BPD and ED, the results suggest that the significantly lower 
mentalization ability in people with BN may not be solely explained by the presence and 
experience of having a BPD diagnosis. This coincides with previous findings that the 
presence and severity of having a personality disorder did not significantly influence the 
course and severity of ED symptoms amongst individuals with BN (Grilo et al., 2003a). As 
such, it would seem that whilst a diagnosis of BPD and ED are often present simultaneously, 
these disorders may be separate representations of the difficulties these individuals 
experience in mentalizing. It may be concluded therefore, that the relationship between ED 
psychopathology and mentalization needs to be considered in its own right.
IMPLICATIONS FOR CLINICAL PRACTICE
The NICE guidelines (2004) suggest that whilst weight and BMI are important features to 
assess they should not be considered the sole indicators of physical risk, as they can be 
unreliable. The results from this study could also suggest that BMI should not be considered 
the sole indicator of mental ill health amongst individuals with EDs. Whilst low weight may 
be a defining feature of AN, it does not appear to explain the nature of EDs with regards to 
all mental processes, in particular inter-personal problems.
By being aware that an individual with an ED may have a reduced ability to mentalize, a 
clinician working with such an individual can work therapeutically by shifting the clinical 
focus from mental content to mental processing (Allen et al., 2008). In other words, by 
considering the theory of mentalization, the clinician will become less concerned with 
helping the patient to change what's on their mind and instead guides the individual to 
enhance the way they use their mind to understand themselves and those around them.
It seems the relationship between mentalization and ED psychopathology may be explained 
by features more commonly associated with BN. We must remain mindful however that 
individuals can transfer between diagnoses (Kamryn et al., 2008), highlighting that 
mentalization ability is a capacity that may need to be continually assessed as it can change 
and develop through different circumstances and life experiences. Similarly, it is predicted 
that mentalization ability will fluctuate depending on the context of the situation the 
individual finds themselves in and the stress experienced by the individual at any moment 
in time (Allen et al., 2008).
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What remains to be a key part of the risk individuals with EDs face, particularly those with 
AN, is their poor response to psychological therapy. A poor response to therapy may relate 
to low BMI, as although the results suggest that this feature does not relate to 
mentalization ability, it has implications for particular aspects of cognitive functioning in 
both ED groups. Kita bayas hi et al. (2004) suggest that cognitive dysfunction affects 
response to therapy and it may be argued that attention/concentration is essential for a 
psychological approach to be therapeutic. It has been established that individuals with ED 
and depression struggle to retain information due to difficulties with concentration 
(Fairburn, 2008, p.246) and perhaps the same could be said for those with particularly low 
BMI. As poorer attention/concentration significantly related to low BMI in both ED groups, 
this needs to be considered when planning therapeutic work with individuals losing weight.
METHODOLOGICAL LIMITATIONS 
Recruitment
Due to difficulties recruiting individuals at the NHS site, a further recruitment route was 
employed through a charity in order to gain the sample size required. This strategy of 
broadening recruitment possibilities have been reported in other studies (McDermott etal., 
2004) as it is recognised that recruiting individuals with EDs can be problematic (Tierney et 
al., 2010). This was evident in this study as the recruitment rate at the NHS site was 
relatively low, with only 18.5% (n=45) of the 243 questionnaires handed out being 
completed and returned. The poor return rate may have been due to the nature of the 
process of recruitment as individuals were asked to complete and return questionnaires in 
their own time, as there was no space or time available in order for participants to 
complete them on site. Potential participants may have also been put off by the length of 
the questionnaire which took 45 minutes to complete. This was not something that was 
raised during the pilot study, but was a perceived as a risk of recruitment rate before 
starting. This hypothesis is supported by the observation that only 55% (n=146) of people 
who began completing the survey online (n=265) completed all the measures.
A third difficulty faced in recruiting individuals with AN or BN may have been due to the 
strict criteria for these diagnoses according to the EDDS, which map on to the DSM-IV 
diagnoses. Of those who completed the EDDS, 22% (n=52) were given a diagnosis of AN and
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25% (n=58) were given a diagnosis of BN, highlighting the number of people with either 
EDNOS or with eating issues that were not diagnosable on the EDDS (n=124, 53%).
Sample
Previous research suggests that individuals with EDs have a lower ability to mentalize 
compared to people with other psychiatric disorders (Fonagy et al., 1996) and non-clinical 
samples (Perkins, 2009). Due to time restraints, no non-eating disordered group was 
recruited and therefore conclusions about participants' mental processing abilities can only 
be made in relation to each other's performance on the questionnaires completed. This 
remains a limitation of this study.
Generalizability
In order to explore mentalization ability between individuals with distinct different EDs, 
people with EDNOS, who tend to experience similar but less severe symptoms of AN or BN, 
or have a different profile all together, were excluded from this study. This study does not 
therefore shed light on the mentalization ability of all individuals with ED diagnoses. Many 
of the people who volunteered to take part in the study did not meet criteria for AN and BN 
(53%, /?=124) and it is unclear whether they did or did not meet the criteria for EDNOS as 
the measure used could only detect a diagnosis of AN, BN or BED, but not all EDNOS. 
Considering that the DSM-IV-TR diagnostic category of EDNOS is both the least studied and 
the most prevalent ED diagnosis (Devlin et al., 2007), excluding individuals with EDNOS 
from this study may be a limitation when considering the breadth of the clinical 
implications. Furthermore, as 100% of the participants were female, the findings of this 
study cannot be generalised to include males with ED diagnoses. It is also unclear as to 
whether there is a difference in mentalization ability between the different subtypes of 
EDs. Research in this area is recommended.
There may have been a sampling bias in this study. Whilst assessing cognitive impairment 
across all participants, the task of completing a questionnaire for 45 minutes arguably 
involves some level of cognitive function, which may have biased the inclusion of more 
cognitively able individuals. Similarly whilst the study addresses the suggestion of Button et 
al. (2010) to assess whether BMI acts as a risk factor for people with AN, it is recognised 
that the relationship between BMI and cognitively impairment or mentalization was not 
assessed amongst the most severely ill individuals with AN for ethical reasons. It remains
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unclear as to how their inclusion in the research study, as well as the involvement of those 
individuals who chose not to participate, may have affected the results.
Self-report measures
Clinical data on BMI was not available for many of the participants and therefore mainly 
self-reported figures were used (n=95, 87%). Whilst this may be considered a limitation, it is 
of note that for those who did have clinical information on BMI available, self-reported data 
appeared accurate and no self-reported data queried a different ED diagnosis.
It could be argued that using a subjective self-reported measure of cognitive ability may not 
have been as valid as using an objective test of cognitive function. Whilst this measure has 
been validated on patients with neurological difficulties (Seidenberg et al. 1994), 
correlations with objective neuropsychological tests are reported as being small (0.2-0.36; 
Seidenberg et al., 1994) and there is no evidence to suggest it has been accurate in 
measuring cognitive ability amongst an ED population. The use of this measure therefore is 
a limitation of the study. As there were practical boundaries and time limitations in carrying 
out full neurocognitive assessments, it was decided that obtaining the subjective views of 
individuals on their ability to cognitively function would contribute to the understanding of 
how individuals with different diagnoses perceive their own abilities. The psychometric 
properties of this measure indicated that this measure was assessed as reliable in this study 
(a=0.95). Furthermore, the finding that the subjective reports of individuals on cognitive 
impairment fitted with previous research studies using objective measures of functioning 
(e.g. Green et al., 1996; Thompson, 1993) suggests perhaps that the subjective views of 
individuals should not be dismissed when considering assessment of their cognitive 
abilities.
MAIN CONCLUSIONS
This study found that the DSM-IV categories for AN and BN differentiate people in their 
ability to mentalize and suggests that individuals with BN, compared to those with AN, are 
less able to understand their internal 'self. The findings emphasise that ED 
psychopathology needs to be considered a risk factor in assessing a person's ability to 
mentalize. Low BMI appeared to be related to cognitive impairment in both ED groups. 
This feature does not however differentiate the ED diagnostic groups in terms of mental
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process impairments. Whilst low body weight is associated with the large physical health 
risk of AN, and relates to difficulties individuals experience with aspects of cognitive 
functioning, it cannot be considered the primary feature associated with the interpersonal 
difficulties these individuals experience. Different features and aspects of EDs may need to 
be explored further to understand the relationship between mentalization and ED 
psychopathology. Indeed, it is recommended that the search begins to identify why in 
particular individuals with BN are associated with poorer mentalization, compared to those 
with AN. The similarities between BPD and BN may lend us some clues as to what the 
nature of this deficit is about. Potential confounding variables on mentalization and 
cognitive function not addressed in this study, such as disorder severity, should also be 
explored further in future research.
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Appendix 1: Full questionnaire pack
Admin only; ID  ________
Feelings and faces study 1 |!Ri' during R>si
Thank you very much for agreeing to fill in this questionnaire- This is about some of your own 
thoughts and feelings as an individual. It is for researchers at the University College London and 
University of Surrey. It requires only the marking of a series of statements -  no free writing - and 
should take about 45 minutes to complete. Your answers will be anonymous and stored entirely
confidentially. There is no need to give your name, however the following details are important._______
We will not use them to contact you again or pass them on to anybody else. (Demographics
1 ). Today’s date ___________  2). Gender: 1. Male 2 Female 3). Age in years:------ ----------------
4). Are you in a long-term relationship? e.g. married/cohabiting/in a civil partnership 1. YES 2. NO
I 5). To which of these ethnic groups do you feel you belong?
: WHITE
n .B riW ,
I 2  tish
1 3. Any other While background
MIXED I ASIAN or ASIAN BRITISH
4. White and Black Caribbean I 8. Indian
5. White and Black African Î  9. Pakistani
6. White and Asian | 10. Bangladeshi
BLACK or BLACK BRITISH j
12 Canbbcan
13. Akican
14. Any other Black toekground j
7. Any other mixed background 1 11. Any other Asian background
OTHER ethnic  c a te g o r ie s NOT STATED
15. Chinese 17. Not slated
I 16. Any oilier ethnic category 1
6). Are you...?
1. Employed 2. Self-employed 3. Unemployed
4. Studying 5. Retired 6. Homemaker
7). Please choose your highest level of education:
1. Secondary school to age 16
2. Secondary school/college to age 18
3. Non-degree level vocational work-based training
4. University degree
5. University postgraduate studies (e.g. Masters)
6 University doctoral level studies (e.g. PhD)
8). Choose the group of jobs which best represents what you do. If you are not working now, choose the
one that best describes what you did in your last job.
1. Modern professional occupations such as: psychotherapist/psychologist- teacher -  nurse -  
physiotherapist -  social worker -  welfare officer -  artist -musician -  police officer (sergeant or 
above) -  software designer
2 Clerical and intermediate occupations such as; secretary -personal assistant -  clerical worker -  
office clerk -  call centre agent -  nursing auxiliary -  nursery nurse
3. Senior managers or administrators (usually responsible for planning, organising and co­
ordinating work, and for finance) such as: finance manager -  chief executive
4. Technical and craft occupations such as: motor mechanic -fitter -  inspector -  plumber -  printer -  
tool maker -electrician -  gardener -  train driver
5. Semi-routine manual and service occupations such as: postal worker -  machine operative -  
security guard -  caretaker -  farm worker -  catering assistant -  receptionist- sales assistant
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6. Routine manual and service occupations such as- HGV driver -  van driver -  cleaner -  porter ~ 
packer-sewing machinist -  messenger -  labourer -  waiter/waitress -bar staff
7. Middle or junior managers such as: office manager -retail manager -  bank manager-restaurant 
manager -warehouse manager -  publican
8. Traditional professional occupations such as: accountant -solicitor -  medical practitioner -  
scientist -  civil/mechanical engineer
9). Have you have ever received personal therapy e.g. counselling or psychotherapy? 1. YES 2. NO
10). If you have received personal therapy, how long was this for? Please estimate the total time in 
months. If you have had several episodes of therapy, please add them together._________ months
11). Do you work as a psychologist or psychological therapist e.g. counsellors, psychotherapists, 
psychoanalysts? This includes trainees and academic psychologists working in universities.
1. YES If YES please answer question 12
2. NO If NO please go on to the next page
12). If you had to choose ONE of the following as your primary area of work on a day-to-day basis, which 
would you most want to be concerned with (this may or may not be the area you arc currently in):
1. Therapy/clinical work with individuals, carers or families.
2. Teaching, advising, consultation.
3. Research, testing, service development, management, other.
I:
jBlllllilBlll
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Please work through the next 54 statements. Choose the one response that you feel 
describes you most clearly. Choose any number between 1 and 7 to say how much you 
disagree or agree with the statement. Strongly disagree is 1. Strongly agree is 7. Neither 
agree nor disagree is 4.
Do not think too much about it - your initial responses are usually the b es t Thank you.
(Reflective Function Questionnaire; RFQ54) Strongly .  -  ______ __Strongly
DISAGREE
RFQ18
1. People's thoughts are a mystery to me. 1 2 3 4 5 6 7 v' other
2. It's easy for me to figure out what someone 
else is thinking or feeling.
1 2 3 4 5 6 7 v' other
3. My picture of my parents changes as 1 change. 1 2 3 4 5 6 7
4.1 worry a great deal about what people are 
thinking and feeling. 1 2 3 4 5 6 7
5.1 pay attention to the impact of my actions on 
others' feelings. 1 2 3 4 6 6 7
6. It takes me a long time to understand other 
people's thoughts and feelings. 1 2 3 4 6 6 7 v' other
7.1 know exactly what my close friends are 
thinking. 1 2 3 4 6 6 7 v' other
8.1 always know what 1 feel. 1 2 3 4 5 E 7 v ' self
9. How 1 feel can easily affect how 1 understand 
someone clse's behaviour. 1 2 3 4 5 6, : 7
1 0 .1 can tell how someone is feeling by looking at 
their eyes. 1 2 3 4 5 e 7
11.1 realise that 1 can sometimes misunderstand 
my best friends’ reactions.
1 2 3 4 5 6 7
12.1 often get confused about what 1 am feeling. 1 2 3 4 5 6 7 v' self
1 3 .1 wonder what my dreams mean. 1 2 3 4 5 6 7
14. Understanding what’s on someone else's 
mind is never difficult for me. 1 2 3 4 5 6 7 v'' other
1 5 .1 believe that my parents’ behaviour towards 
me should not be explained by how they were 
brought up.
1 2 3 4 5 6 7
16.1 don’t always know why 1 do what 1 do. 1 2 3 4 5 6 7 v ' self
1 7 .1 have noticed that people often give advice to 
others that they actually wish to follow 
themselves.
1 2 3 4 5 6 7
18. It’s really hard for me to figure out what goes 
on in other people's heads. 1 2 3 4 5 6 7 v ' other
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s S e e ..- .....  ....— » 5 :
19. Other people tell me I'm a good listener. 1 2 3 4 5 6 7
20. When I get angry I say things without really 
knowing why I am saying them.
1 2 3 4 5 6 7 v' self
21. I’m often curious about the meaning behind 
others' actions.
1 2 3 4 5 6 7
22.1 really struggle to make sense of other 
people's feelings.
1 2 3 4 5 6 7
23.1 often have to force people to do what 1 want 
them to do.
1 2 3 4 5 8 7
24. Those close to me often seem to find it difficult 
to understand why I do things.
1 2 3 4 5 6 7
25.1 feel that, if 1 am not careful, 1 could intrude 
into another person's life.
1 2 3 4 5 6 7
26. Other people’s thoughts and feelings are 
confusing to me.
1 2 3 4 5 6 7 / other
27.1 can mostly predict what someone else will 
do.
1 2 3 4 5 6 7 ^ other
28. Strong feelings often cloud my thinking. 1 2 3 4 5 6 7 ^  self
29. In order to know exactly how someone is 
feeling, 1 have found that 1 need to ask them.
1 2 3 4 S 6 7
30. My intuition about a person is hardly ever 
wrong. 1 2 3 4 5 6 7
3 1 .1 believe that people can see a situation very 
: differently based on their own beliefs and 
experiences.
1 2 3 4 5 6 7
32. Sometimes I find myself saying things and I 
have no idea why I said them. 1
2 3 4 5 6 7
3 3 .1 like to think about the reasons behind my 
actions.
1 2 3 4 6 6 7
3 4 .1 normally have a good idea of what is on 
other people's minds. 1 2 3 4 5 6 7
35. I trust my feelings. 1 2 3 4 5 S 7 v ' self
36. When I get angry I say things that I later 
regret. 1 2 3 4 5 6 7
3 7 .1 get confused when people talk about their 
feelings. 1
2 3 4 5 6 7
3 8 .1 am a good mind reader. 1 2 3 4 5 6 7 v' other
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Strongly . _ »  Strongly ! 
DISAGREE
39.1 frequently feel that my mind is empty.
1 2 3 4 5 6 7
40. If 1 feel insecure 1 can behave in ways that put 
others’ backs up. 1 2 3 4 5 6
7 S  self
41.1 find it difficult to see other people's points of 
view. 1 2 3
4 5 6 7
42.1 usually know exactly what other people are 
thinking. 1 2 3 4 5 6 7
43.1 anticipate that my feelings might change 
even about something 1 feel strongly about. 1 2 3 4 5 6 7
44. Sometimes 1 do things without really knowing 
why. 1 2 3
4 5 6 7
45.1 pay attention to my feelings.
1 2 3 4 5 6 7 v ' s e lf
46. In an argument, 1 keep the other person's 
point of view in mind. 1 2 3 4 5 S 7 /  s e lf
47. My gut feeling about what someone else is 
thinking is usually very accurate. 1 2 3 4 5 6 7
48. Understanding the reasons for people's 
actions helps me to forgive them. 1 2 3 4 5 6 7
49.1 believe that there is no RIGHT way of seeing 
any situation. 1 2 3 4 5 6 7
50.1 am better guided by reason than by my gut.
1 2 3 4 5 6 7
5 1 .1 can't remember much about when I was a 
child. 1 2 3 4 5 6 7
5 2 .1 believe there's no point trying to guess 
what's on someone clse's mind. 1 2 3 4 S 6 7
53. For me actions speak louder than words.
1 2 3 4 5 6 7
5 4 .1 believe other people are too confusing to 
bother figuring out. 1 2 3 4 5 6 7
Please answer the following questions about food and weight. Please carefully complete all
questions.
(Measure of BMI)
How much do you weigh? I f  uncurUiin. please give your best estimate.
stones pounds / kilountms
How tall arc vou? ft. in. /  meures'cms
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4 5
4 5
4 5
4 5
Not at a ll S lightly Moderately Extremely 
Have you fe lt fat?  0 1 2 3
2. Have you had a definite fear that you
m ight gain weight or become fat?..................  0 1 2  3
3. Has your weight influenced how you think
about (judge) yourself as a person?................. 0 1 2 3   6
4. Has your shape influenced how you think
about (judge) yourself as a person?................. 0 I 2 3   6
5. During the past 6 months have there been times when you fe lt you have eaten what other people would 
regard as an unusually large amount o f food (e.g.. a quart o f ice cream) given the circumstances?.............
I. YES 2. NO
6. During the times when you ate an unusually large amount o f food, did you experience a loss 
o f control (fee) vou couldnt stop eating or control what or how much vou were eating)?........
l.Y E S  2. NO
7. How many days per week on average over the past 6 months have you eaten an unusually large amount 
o f food end experienced a loss o f control? 0 1 2  3 4 5 6 7
8. How many times per week on average over the past 3 months have you eaten an unusually large 
amount o f food and experienced a loss o f control?
0 1 2 3 4  S 6 7 8 9 10 11
During these episodes o f overeating and loss o f control did you...
12 13 14
l.YES |2.N O
l.YES I2.NO
l.YES
l.YES
l.YES
l.YES
I2.NO
2.NÔ
2.NO
|2 N O
9. Eat much more rapidly than normal?
10. Eat until you fe lt uncomfortably fu ll?
11. Eat large amounts o f food when you d idn t feel physically hungry?_____
12. Eat alone because you were embarrassed by how much you were eating?
13. Feel disgusted w ith yourself depressed, or very guilty after overeating?
14. Feel very upset about your uncontrollable overeating or resulting weight gain?
15. How many times per week on average over the past 3 months have you made yourself vomit to 
prevent weight gain or counteract the effects o f eating?
0 I 2 '"S  4 5 6 7 8 9 10 11 12 13 14
16. How many times par week on average over the past 3 months have you used laxatives or diuretics to 
prevent weight gain or counteract the effects o f eating?
0 1 2 3 4 5 6 7 g 9 10 11 12 13 14
17. How many times per week on average over the past 3 months have you fasted (skipped at least 2 
meals in  a row) to prevent weight gain or counteract the effects o f eating?
0 1 2 3 4 5 6 7 8 9 10 I I  12 13 14
18. How many times per week on average over the past 3 months have you engaged in excessive exercise 
specifically to counteract the effects o f overeating episodes?
0 1 2 3 4 5 6 7 8 9 10 11 12 13 14
19. Over the past 3 months, how many menstrual periods have you missed? 0 1 2 3 n/a
20. Have you been taking birth control p ills  during the past 3 months? 1. YES 2. NO
During the past week have you deliberately hurt yourself w ithout meaning to k ill yourself? e.g. cut yourself 
burned yourself, punched yourself put your hand through windows, punched walls, banged your head?
l.Y E S  2. NO
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The following statements inquire about your thoughts and feelings in a variety of 
situations. For each item, indicate how well it describes you by circling the appropriate 
number. Read each item carefully before responding. Answer as honestly as you can. 
Thank you.
ireiapeuuve i diemy auusuditi — medsuie ui cmpduiy 
for validation study)
Docs Describes
NOT ..................  » me VERY
describe well
1 .1 sometimes find it difficult to see things from the "other 
guy’s point of view". 1 2 300 4 1 52 . 1 try to look at everybody's side of a disagreement before I make a decision. f :  Yt.;; 2_ >4\v-
3 .1 sometimes try to understand my friends better by 
imagining how things look from their perspective. i 11*! 3 j 4
4. If I'm sure I’m right about something, I don't waste 
much time listening to other people’s arguments. 5
5 .1 believe that there are two sides to every question and 
try to look at them both. iall|l 3 i i l l i i i 5
6. When I'm upset at someone, I usually try to “put myself 
in his shoes" for a while.
5
7. Before criticising somebody. I try to imagine how I 
would feel if I were in their place. 1 HI* n .;.....L,........
Please rate each of the following statements using the scale provided. Circle the number 
that best describes your own opinion of what is generally true for you.
(Kentucky Inventory of Mindfulness Scale - 
measure for validation study)
Never 
or very 
rarely 
true
Rarely j Sometimes 
l.tru e r lp v  true
Often
true
-Very;-' 
often or 
always 
true ■
1., I’m good at finding the words to describe my feelings 1 2 3 4 5
2. i can easily put my beliefs, opinions, and 
expectations into words - 2 3 y
3. I'm good at thinking of words to express my 
perceptions, such as how things taste, smell, or 
sound
1 2 3 lilplil 5
4. It's hard for me to find the words to describe what 
I'm thinking . / 1 ; : / 5
5. I have trouble thinking of the right words to express 
how I feel about things 1111jSgjlljlgg|g|l|Billllf 5
S. When I have a sensation in my body, it's difficult for 
me to describe it because I can't find the right words : I  ls'
7. Even when I'm feeling terribly upset. I can find a way 
to put it into words IJllll 2
...........ijljglll 4 5
8. My natural tendency is to put my experiences into 
' Words . >< . : ' , Y' V‘, I..', 1>: 2 ' 5
9. When I do things, my mind wanders off and I’m 
easily distracted 1 2 • Ulllll 5
10. When I’m doing something, I’m only focused on what 
I’m doing, nothing else 1 2f r - ^^ 0 .!
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- ,
. • . .... .. ■. .- - .
Never
or
very
rarely
true
Rarely
true
Sometimes
true
. |  - |  I
Often
true
Very 
often 
, or 
always 
true
11.1 drive on “automatic pilot" without paying attention 
to what I’m doing 1 2 3 4 5
12. When I'm reading, 1 focus all my attention on what 
I'm reading ill 2 3 ; ; 4 . 5
13. When I do things, I get totally wrapped up in them 
and don’t think about anything else i 2 3 4 5
14.1 don’t pay attention to what i'm doing because I’m 
daydreaming, worrying, or otherwise distracted i 2 " - 3 :E
15. When I’m doing chores, such as cleaning or laundry, 
I tend to daydream or think of other things i 2 3 4 5
16. i tend to do several things at once rather than 
focusing on one thing at a time . i 2 3 4 5
17. When I'm working on something, part of my mind is 
occupied with other topics, such as what I'll be doing 
later, or things I’d rather be doing
1 2 3 4 5
18. i get completely absorbed in what I'm doing, so that 
all my attention is focused on it 1 2 3 4 5 .
Please mark one box for each scale.
1. The symptoms have disrupted your work*/school work:
(Sheehan Disability Scale -  measure 
for validation study)
NolataB | Mildly 1 Moderately 1 Markedly
o T f - 12 |3 1 4 15 |6 |7  18
Extreme!
10
F I I have not worked/studied at all during the past week for reasons unrelated to the disorder. 
"Work includes paid, unpaid volunteer work or training.
2. The symptoms have disrupted your social life/leisure activities:
Not al aB | Mildly Moderately Markedly Extremely
0 11 | 2  (3 4 f 5  l 6 7 18 | 9 10
3. The symptoms have disrupted your family life/home responsibilities:
Not at all I Mildly Moderately Markedly Extremely
0 1 1 1 2  13 4 _ J 5  16 _ _ 7 .  (8 _____ 1 9 ............. 10
Days lost
On how many days in the last week did your symptoms cause you to miss school or work or 
leave you unable to carry out your normal daily responsibilities? 1 2 3 4 5 6 7
Days unproductive
On how many days in the last week did you feel so impaired by your symptoms that even though 
you went to school or work, your productivity was reduced? 1 2 3 4 5 6 7
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(Toronto Alexithymia Scale -  measure
for validation study)
Never or 
very rarely 
true -------------
Almost 
always or 
► always true
1. I am often confused about what emotion I am feeling. Î 2
4 Î
2. I have physical sensations that even doctors don't understand.
I 2 3 4 ?
3. When I am upset I don't know if I am sad, frightened, or angry. 1 2 3 <
4. I am often puzzled by sensations in my body.
1 2 3 4 5
5. I have feelings that t can't quite identify.
1 ? 3 4 5
6. I don't know what's going on inside mo. 1
2 3 4 £
7. I often don’t know why 1 am angry. I 2 3 4 5
8. It is difficult for me to find the right words for my feelings I 2 3 4 5
9. I am able to describe my feelings easily. i 2 3 4
10. I find it hard to describe how I fee! about people. J 2 3 1 4 5
11. People tell me to describe my feelings more 1 2 3
4 5
12. It is difficult for me to reveal my innermost feelings even to close 
friends.
1 2 3 4 5
13. I prefer to analyze problems rather than just desenbe them t 2 3 4 5
14. f prefer to just let things happen rather than to understand why 
they turned out that way.
1 2 3 4 5
15. Being in touch with emotions is essential.
1 2 3 4 5
16. I prefer talking to people about their daily activities rather than 
Lhcir feelings.
! 2 ? 4 5
17. 1 prefer to watch light" criteria"iment shows rather than 
psychological dramas.
1 2 ' 4 5
18. 1 can feel close to someone, even in moments of silence. 1 2 3 4 5
19. 1 find examination of my feelings useful in solving personal 
problems.
1 2 3 4 5
20. Looking for hidden meanings in movies or plays distracts from 
their enjoyment
1 2 3 4 5
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Attached is a list of problems and complaints that people have. Please read each one carefully. 
After you’ve done so, please fill in the number (0 to 4, see below) which best describes how much 
that problem has bothered or distressed you during the past four weeks including today. Choose 
only one number of each problem and do not skip any items. If you change your mind, cross out 
your first answer and write a new one. All questionnaires will be treated confidentially!
0= not al all; 1=a little bit; 2= moderately; 3= quite a bit; 4= extremely
How much will you bothered or distressed over the past four weeks by:
1. Nervousness or shakiness inside 128. Feeling afraid to travel on buses, i subways, or trains.
2. Faintness or dizziness 29. Trouble getting your breath
3. The idea that someone else can control your 
thoughts 30. Hot or cold spells
4. Feeling others are to blame the most of your 
troubles
31. Having to avoid certain things, places, 
or activities because they frighten you
5. Trouble remembering things 32. Your mind going blank
6. Feeling easily annoyed or irritated 33. Numbness or tingling in parts of your body
7. Pains in heart or chest 34. The idea that you should be punished for your sins
8. Feeling afraid in open spaces or on the street 35. Feeling hopeless about the future
9. Thoughts of ending your life 36. Trouble concentrating
10. Feeling that most people cannot be trusted 37. Feeling weak in parts of your body
11. Poor appetite 38. Feeling tense or keyed up
12. Suddenly scared for no reason 39, Thoughts of death or dying
13. Temper outbursts that you could not control 40. Having urges to beat, injure, or harm someone
14. Feeling lonely even when you are with 
people 41. Having urges to break or smash things
15. Feeling blocked in getting things done 42. Feeling very self-conscious with others
16. Feeling lonely 43. Feeling uneasy in crowds, such as shopping or at a movie
17. Feeling blue 44. Never feeling close to another person
18. Feeling no interest in things 45. Spells of terror or panic
19. Feeling fearful 46. Getting into frequent arguments
20. Your feelings being easily hurt 47. Feeling nervous when you are left alone
21. Feeling the people are unfriendly or dislike 
you
48. Others not giving you proper credit 
your achievements
22. Feeling inferior to others 49. Feeling so restless you couldn't sit still
23. Nausea or upset stomach 50. Feelings of worthlessness
24. Feeling that you are watched or talked about 
by others
51. Feeling that people will take advantage 
of you if you let them
25. Trouble falling asleep 52. Feelings of guilt
26. Having to check and double-check what you 
do
53. The idea that something is wrong with 
your mind
27. Difficulty making decisions I
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(Personality Assessment Inventory- 
Borderline Features subscale)
False/ 
Not at all 
true
Slightly
true
Mainly
true
Very
true
1. My mood can shift quite suddenly 1 2 3
2. My attitude about myself changes a lot 1 2 3
3. My relationships have been stormy 1 2 3
4. My moods get quite intense 1 2 3
5. Sometimes I feel terribly empty inside 1 2 3
6. I want to let certain people know how much they’ve 
hurt me
1 2 3
7, My mood is very steady 1 2 3
8. I worry a lot about other people leaving me 1 2 3
9. People once close to me have let me down 1 2 3
10.1 have little control over my anger 1 2 3
11,1 often wonder what 1 should do with my life 1 2 3
12.1 rarely feel very lonely 1 2 3
13.1 sometimes do things so impulsively that 1 get into 
trouble
1 2 3
14. I’ve always been a pretty happy person 1 2 3
15.1 cant handle separation from those close to me very 
well
1 2 3
16. I've made some real mistakes in the people I’ve picked 
as friends
1 2 3
17. When I’m upset, 1 typically do something to hurt myself 1 2 3
18. I've had times when 1 was so mad 1 couldn’t do enough 
to express all my anger
1 2 3
19.1 don't get bored very easily 1 2 3
20. Once someone is my friend, we stay friends 1 2 3
21. I’m too impulsive from my own good 1 2 3
22.1 spend money too easily 1 2 3
23. I'm a reckless person 1 2 3
24.1 am careful about how 1 spend my money 1 2 3
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Instructions; P hase rate your abM y to perform the actwhes beto.v according to the following five-pomt scale. 
Please indicate 1=never, 2-rarely, S-sometimes, 4=usus!ly. or 5=al*ays.
Never Rarely Som etim es Usually Always
1. W hen talking, I have 
difficulty conveying 
precisely what I mean.
1 ■B1B1 3 4 ■IJiilli:
2 . 1 can follow telephone 
conversations. i 2 ' 4 5
3 . 1 find myself searching for 
the right word to express 
my thoughts.
i 2 ■ 3 4 5
4  My speech is slow or 
hesitant i 2 3 4 5
5 . 1 find myself calling a  
famihar object by the 
wrong name.
i 2 ||plMBBi 4 5
6 . 1 find it easy to make sense 
out of what people say to 
me.
illllllil 2 IpBilBlg 4 5
7. People seem to be speaking 
too fast. i 2 3 IMBBiliil 5
8. It is easy for me to read and 
follow a newspaper story. i ' 2 3 iillllll 5
9 I can easily fit the pieces of 
a jig-saw puzzle tooether. i 2 3 illlligllii; 5
1 0 .1 am able to follow the 
visual diagrams that are 
included in 'easy to 
assemble” products
i 2 Bllll!;|il|gl|lt 5
11.1 have difficulty locating a 
friend in a crowd of people. i 2 3 4  . 5
1 2 .1 have difficulty estimating 
distances (for example; 
from my house to a house 
of a relative)
IMBBjlill 2 3 4 5
13.1 get lost when traveling 
around i 2 3 4 5
14 It is hard for me to rend a 
map to find a new place. i 2 3 4 5
1 5 .1 forget to men!.on 
important issues during 
conversations.
1111111!HJiSii 5
16.1 forget important things 1 
was told just a few days 
aao.
llB|illBBMiMSIiliM 3 4 5
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1 Never Rarely Sometimes Usually Always
1 17.1 am able to recall the 
details of the evening 
news report several hours 
later.
i 2 3 4 5
18.1 forget important events 
which occurred over the 
past month.
1 2 3 4 5
19.1 forget the important 
portions of gossip I have 
heard.
I 2 3 4 5
2 0 .1 forget to give phone call 
messages. 1 2 3 4 5
21.1 have to hear or read 
something several times 
before 1 can recall it 
without difficulty.
1 3 4 5
22.1 can recall the names of 
people who were famous 
when 1 was growing up.
1 2 3 4 5
23, After putting something 
away for safekeeping, 1 am  
able to recall its location.
1
1
2 3 4 5
24 . When 1 first go to a new 
restaurant, 1 can easily find 
my way back to the table 
when 1 get up.
2 3 4 5
25.1 have difficulty finding 
stores in a mall even if 1 
have been there before.
$ 2 3 4 5
26.1 can easily locate an 
object that 1 know is in my 
closet
I 2 3 4 5
27.1 have difficulty
remembering the faces of 
the people 1 have recently 
met.
I 2 3 4 5
5
28. After the first visit to a new 
place, 1 can find my way 
around with little difficulty 
(e.g. restaurant, 
department store)
1 2 3 4
29.1 remember the pictures 
that accompany magazine 
or newspaper articles 1 
have recently read.
I 2 3 4 5
30.1 can easily pick out my 
coat from among others on 
a coat rack. ' 1 2 3 » 5
3 1 .1 can do simple
calculations in my head 
quickly. 1 I ^
3 4  | 5
Page 13 of 21 Feelings & faces questionnaire pack v2.0 ED 31.10.10
Feelings and faces study
Never Rarely Som etim es Usually Always
32 1 ask people to repeat 
themselves because my 
mind wanders during 
conversât,ons.
1 2 3 4 5
33.1 am alert to things going 
on around me 1 2 3
4 5
34.1 have difficulty sitting still 
to watch my favorite TV  
programs.
1 2 . 3 4 5
35.1 am easily distracted from 
my work by things going 
on around me
iillllll 2 3 Illllllil 5
30.1 can keep my mind on 
more than one thing at a  
time.
Î11II1II 2 3 Iillllll 5
37.1 can focus my attention on 
a task for more than a few 
minutes at a  time.
IBillBSgM 2 3 lIMiBIIIll 5
38.1 find it difficult to keep my 
tram of thought going 
during a  short interruption.
1 IBBBMSI 3 5
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(Reading the Mind in the 
Eyes Test) Feelings and faces study
For each set o f eyes, choose and circle which word best describes what the person in 
the picture is thinking or feeling. You may feel that more than one word is applicable but 
please choose just one word, the word which you consider to be most suitable. Before 
making your choice, make sure that you have read ail 4  words. You should try to do the 
task as quickly as possible.
Most people surprise themselves by how well they do in this test. Even if you think you don’t 
have a clue, just choose the one that ’feels' right.
r. playful 2. comforting
3. irritated < bored
t. terrified 2. upset 
4  annoyed
3. i. joking 
3. desire
a. flustered 
4. convinced
4. i. joking z  insisting
s. amused 4. relaxed
5. i irritated 2. sarcastic 
4. friencBy
i. aghast 2 .
3. impatient 4. alarmed
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Feelings and faces study
i. apologetic 2. friendly
3. uneasy 4. dispirited
t . annoyed 2. hostile
3 . horrified 4. ;
1. terrified
3. regretful
2. amused 
fiirtafious
8. 1. despondent 2, relieved
3. shy 4. excited
a w ■
10.. t. cautious 2, i 
3. b o re d  4.
12. t. Indifferent 2. embarrassed 
s. sceptical 4 . dispirited
Feelings and faces study
13.
■  
i. decisive
3. threatening
z anticipating 
4. shy
15. i. contemplative z  flustered 
a. encouraging 4, amused
17. i. doubtful
3 . playful
2. affectionate 
4 . aghast
14. z  disappointed 
depressed < accusing
16. i. irritated 2. thoughtful
3. encouraging 4 . sympathetic
18. 1. decisive 2. amused
4.  bored
Page 17 of 21 .10.M
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Feelings and faces study
19 î. arrogant z  grateful 
3 . sarcastic 4. tentative
21. i. embarrassed z fantasizing
s. confused <
20. dominant
3. guilty
2. friendly 
4. horrified
1
22. i. preoccupied % grateful 
3. insisting
i. pensive 
3. exciteda. defiant 4. curious
z  ir r ita te d
4. h o s tile
P age t& o fM Feelings & faces questionnaire pack vlQ ED 31.10.10
Feelings and faces study
25. i. panicked 2, incredulous 1. alarmed
3. despondent < interested 3 . hostile 4. anxious
27. t. joking
3:
2 . cautious 
4. reassuring
29. 1. impatient 2. aghast
3, irritated 4. reflective
28. 1. interested 2. joking
3. affectionate 4. contented
30. t. grateful 2. flirtatious
3. hostile 4. disappointed
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■
31. i. ashamed 2  confident 
3. joking 4. dispirited
33. 1.
3,
2. guilty 
4. concerned
32. i. serious 2 , ashamed
3. bewildered 4. alarmed
34.
. ■
i
t. aghast z  battled
3. distrustful 4. terrified
35 1. puzzled
3. insisting
2, nervous
4. contemplative
36. 1. ashamed 2. nervous
3. suspicious 4. indecisive
Page 20 of 21 -10.10
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Feelings and faces study
(Impression Management Subscale)
i
Not
true
2 3 4
Some . 
-what
5 6 7Very | 
true
1. 1 never cover up m y  mistakes. I 2 3 4 5 {> 7 !
2. There have been occasions w hen I 
advantage o f  someone.
have taken Ï 2 3 4 5 6 7
3.1 always obey laws, even i f  I'm  u n lik e ly  to  get caught. 1 2 3 4 5 6 7
4. I  have said som ething bad about a friend  behind 
h is/her back.
i 2 3 4 5 6 7
S. When I  hear people ta lk in g  p riva te ly , 1 avoid 
listen ing.
) 2 3 4 5 6 7
6. I  have received too  much change fro m  a salesperson 
w itho u t te llin g  h im  o r her.
! 2 3 4 5 6 7
7. W hen 1 was young 1 sometimes stole things. i 2 3 4 5 6 7
8. I  have never dropped lit te r  on (he street. ! 2 3 4 5 6 7
9. 1 never look  at sexy books o r magazines. i 2 3 4 5 6 7
to. I  have done th ings that I don't te ll o ther people 
about.
1 2 3 4 5 6 7
i t .  I  have pretended to  be s ick  to  avoid  w o rk  o r school. 1 2 3 4 5 6 7
12. I don't gossip about o ther people's business. ! 2 3 4 5 6 7
Finally, please tick the following box only if you are a psychologist or psychotherapist 
with a specialist interest in ‘mentalization’.
Many thanks for taking the time to complete this questionnaire.
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Appendix 2rlinformation sheet for participants recruited through the NHS
m
^  UNIVERSITY OF
S  SURREY
Participant Information Sheet
(Tiustlogo
removed) ‘Feelings & Faces1
Dear Sir/Madam,
When you attend your appointment you may be invited to take part in a research study. 
Your decision to take part in this study is entirely voluntary and you are under no obligation 
to do so and your care will not be affected in any way.
Before you decide whether or not to take part in this study it is important for you to 
understand why the research is being done and what it will involve. Please take time to 
read the following information carefully and discuss it with others if you wish. If there is 
anything that is not clear, or if you would like more information please ask your clinician. 
After you have read through the information take some time to decide whether or not you 
still wish to take part.
What is the purpose of the research study?
W e are looking at the reasons why some people have difficulties with impulsive behaviours 
and what their feelings are around things like food, relationships, or money. However, 
some people have none of these problems, or they are very controlled in their behaviour. 
This study aims to look at how people pick up on what others are thinking and feeling, as 
well as how people think about their own thoughts and feelings. Greater knowledge in this 
area will help in designing better psychological therapies for people who have impulsive 
behaviours or strong feelings they find it difficult to deal with.
W hy have 1 been chosen to take part in this study?
All sorts of people will be taking part in this study. W e want to include a range of different 
people so we can see how things like interpreting other’s facial expressions differ among 
people.
Who is organising the study?
I am Alesia Perkins, a clinical psychologist. This study forms part of a research study at 
University College London. I am also working with Veronica Brough, a trainee clinical 
psychologist at the University of Surrey.
Who has reviewed the study?
All research in the NHS is looked at by an independent group of people, called a Research 
Ethics Committee to protect your safety, rights, wellbeing and dignity. This study has been 
reviewed and given favourable opinion by the South East Research Ethics Committee.
Participant Information Sheet VB16.08.10
What will happen to me if i take part?
If you would like to take part, you will be given a consent form and questionnaire to fill out. 
The consent form asks if you consent to taking part in the study. It also asks if you consent 
to the researchers named above accessing your medical file in order to extract information 
about your height and weight. The questionnaire asks a series of questions mainly 
directed at feelings about yourself, other people and food. The questionnaire will take 
about 45 minutes. When you have finished please give the questionnaire and the consent 
form to your clinician in a sealed envelope. You can also post them back directly to the 
researchers in the Freepost envelope provided. A small number of people if they are 
interested will complete one of the questionnaires again 3 weeks later, and then a final 
time at the end of their treatment This should take no longer than 5 minutes.
What are the possible risks and benefits of taking part?
While it is unlikely, it is possible that you might become a little tired from doing the 
questionnaire. You may experience some upset feelings from answering the questions. If 
you are interested, your name can be entered into a prize draw. Several £15 vouchers are 
available for winners. If you want to participate in the prize draw please fill out the consent 
form with your name and address. The knowledge gained from this study may help 
improve the treatment of people with strong emotions, impulsiveness and problems with 
eating.
Confidentiality
All documents relating to the study will be kept in a locked filing cabinet and only the 
researchers directly involved in the study will have access to them. No-one outside the 
study will have knowledge of your name. Your answers on the questionnaire itself will not 
be linked directly to your name. The completed consent form and questionnaires will be 
kept separately. Data will be stored electronically with a number, not personal names 
identifying people’s answers. Your GP will not be informed of your participation in this 
study.
What will happen to the results of this study?
I intend publishing the results of this study for scientific purposes. Your identity will not be 
revealed in any publications.
Who do I speak to if I decide to withdraw from the study or if I want more 
information?
You are free to decline to enter or to withdraw from the research at any time without 
having to give a reason. Your care will not be affected in any way if you do so. If you have 
any questions about the study, please contact Alesia Perkins at University College London 
on 0207 679 1943, Veronica Brough at the University of Surrey on 01483 689441, or Dr 
at W Ê Ê Ê tÊ Ê tÊ Ê Ê Ê ê on W ÊÊÊÊÊÊÊÊtKB If you have concerns about disordered 
eating, impulsive behaviours or thoughts of hurting yourself, please contact your GP or 
your keyworker/clinidan on your team. More general information about participating in 
research can be obtained from INVOLVE (promoting public involvement in NHS, public 
health and social cere research) www.invo.om.uk. 02380 651 088. Alternatively; you can 
contact your local Patient Advisory Liaison Service (the number is available through NHS 
Direct 0845 46 47) who can also help if you want to make a complaint about this research. 
To take part, please complete the questionnaire and consent form. If you would like 
to be entered in the prize draw till your address as well. Put your consent form and 
questionnaire in the envelope provided. Give this to your clinician or post it back in 
the Freepost envelope. Please keep this information sheet for future reference.
Many thanks, Dr. Alesia Perkins
Participant Information Sheet VB16.08.10
Appendix 3: Consent form for participants recruited through the NHS
CONSENT FORM
UNIVERSrnpF
SURREY
‘Feelings & Faces’ Research Study
Name of Researchers: Atesa Perkins & Veronica Brough 
Pleasetickbox
| 11 confirm that I have read and understand the information sheet dated 16,08.10 version 1.0 for the above
«— I stiirfy. {have had the opportunity to consider the infbmriation, ask questions and have had these answered
! I i understand that my participation is voluntary and that I am free to withdraw at any time without giving any 
I— I reason, without my medical care or legal rights being affected.
E Z] f agree to take part in ihe above dudy.;
Q l wish to be entered into the prize draw. 1 give my name and postal address so a £15 voucher may be sent to me if in the event that my name is drawn.
f 1 1 agree that the researchers named above may have access to my medical file, I understand only 
information regarding my height and weight veil be extracted.
Name
House number
Street ;
Town.
Postcode
Name Date Signature
r
For office use only 
Va*aa 1.016.09.10
Participant number:
206
Appendix 4: List of support numbers provided with questionnaire pack
Feelings and faces research study
Contact numbers and websites for further support 
NHS Direct 0845 4647
www.nhsdirect.nhs.uk 
Samaritans 08457 90 90 90 
email: jo@samaritans.org
24-hour telephone helpline offering emotional support tor people who are experiencing 
feelings of distress or despair, including those that may lead to suicide.
SANE helpline: 0845 767 8000
email: sanemail@sane.org.uk 
web: www.sane.org.uk
SANEtine and SANEmail offer emotional support and information to those experiencing 
mental health problems, their families and carers.
Eating Disorders Association helpline: 08456 341414
www.b-eat.co.uk
email: help@b-eatco.uk
BPD World 0870 005 3273
web: www.bpdworld.org 
email: mail@bpdworld.org
Provides information, advice and support to those affected by personality disorder.
Borderline UK
www.borderlineuk.co.uk 
email: info@borderiineuk.co.uk
User-led network of people with borderline personality disorder. Information on BPD 
treatment options.
30.10.10 vl.O
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Appendix 5: Information sheet for participants recruited through a charity
UNIVERSITY OF
3 SURREY
Participant Information Sheet
‘Feelings & Faces’
Dear Participant,
You are being invited to take part in a research study. Your decision to take part in this 
study is entirely voluntary and you are under no obligation to do so. Before you decide 
whether or not to take part in this study it is important for you to understand why the 
research is being done and what it will involve. Please take time to read the following 
information carefully and discuss it with others if you wish. If there is anything that is not 
clear, or if you would like more information please contact the researcher (details given 
below). After you have read through the information take some time to decide whether or 
not you still wish to take part.
What is the purpose of the research study?
W e are looking at the reasons why some people have difficulties with impulsive behaviours 
and what their feelings are around things like food, relationships, or money. However, 
some people have none of these problems, or they are very controlled in their behaviour. 
This study aims to look at how people pick up on what others are thinking and feeling, as 
well as how people think about their own thoughts and feelings. Greater knowledge in this 
area will help in designing better psychological therapies for people who have impulsive 
behaviours or strong feelings they find it difficult to deal with.
Who can take part In this study?
All sorts of people will be taking part in this study. W e are asking several groups of people, 
those who use services for eating disorders, personality disorders and a group of people 
from the general population. W e want to include a range of different people so we can see 
how things like interpreting other’s facial expressions differ among people.
Who Is organising the study?
1 am Veronica Brough, a trainee clinical psychologist. This study forms part of a  wider 
research study at University College London and the University of Surrey, being carried 
out by Dr Alesia Perkins, Clinical Psychologist and Prof. Peter Fonagy. I am also being 
supervised by Dr Fiona Warren and Dr Susan Howard at the University of Surrey.
Who has reviewed the study?
All research in the NHS is looked at by an independent group of people, called a Research 
Ethics Committee to protect your safety, rights, wellbeing and dignity. This study has been 
reviewed and given favourable opinion by the South East Research Ethics Committee and 
the University of Surrey.
Participant Information Sheet BEAT VB. 19,3.11
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What will happen to me if I take part?
If you would like to take part, once you have consented, you will be given a questionnaire 
to fill out. The questionnaire asks a series of questions mainly directed at feelings about 
yourself, other people and food. The questionnaire will take about 45 minutes. When you 
have finished please send the questionnaire back to Veronica Brough in the freepost 
envelope provided. A small number of people if they are interested will complete one of the 
questionnaires again 3 weeks later, and then a final time at the end of their treatment. This 
should take no longer than 5 minutes.
What are the possible risks and benefits of taking part?
While it is unlikely, it is possible that you might become a little tired from doing the 
questionnaire. You may experience some upset feelings from answering the questions. If 
you are interested, youf name can be entered into a prize draw. Several 215 vouchers are 
available for winners. If you want to participate in the prize draw please send the 
researcher your name and address. The knowledge gained from this study may help 
improve the treatment of people with strong emotions, impulsiveness and problems with 
eating.
Confidentiality
All documents relating to the study will be kept in a locked filing cabinet and only the 
researchers directly involved in the study will have access to them. No-one outside the 
study will have knowledge of your name. Your answers on the questionnaire itself will not 
be linked directly to your name. The completed consent form and questionnaires will be 
kept separately. Data will be stored electronically with a number, not personal names 
identifying people's answers. Your GP will not be informed of your participation in this 
study.
What will happen to the results of this study?
I intend publishing the results of this study for scientific purposes. Your identity will not be 
revealed in any publications.
Who do I speak to if I decide to withdraw from the study or if I want more 
information?
You are free to decline to enter or to withdraw from the research at. any time without 
having to give a reason. If you have any questions about the study, please contact Alesia 
Perkins at University College London on 0207 679 1943, or Veronica Brough at the 
University of Surrey on 01483 689441. If you have concerns about disordered eating, 
impulsive behaviours or thoughts of hurting yourself, please contact your GP or your 
keyworker/clinician on your team. More general information about participating in research 
can be obtained from INVOLVE (promoting public involvement in NHS, public health and 
social care research) www.invo.org.uk. 02380 651 088. Alternatively, you can contact your 
local Patient Advisory Liaison Service (the number is available through NHS Direct 0845 
46 47) who can also help if you want to make a complaint about this research.
To take part, please complete the questionnaire and consent form. If you would like 
to be entered in the prize draw fill in your address as well. Once you have 
completed the questionnaire and consent form, please put them in the envelope 
provided, addressed to Veronica Brough and send them back by post. No stamp is 
required. Please keep this information sheet for future reference.
Many thanks, Veronica Brough
Participant Information Sheet BEAT VB. 19.3.11
Appendix 6: Consent form for participants recruited through a charity
UNIVERSITY OF
# SURREY A
CONSENT FORM
‘Feelings & Faces’ Research Study
Name of Researcher. Alesia Perkins and Veronica Brough 
Pleasetickbox
l.confirmthatl have read and understand the information sheet dated 19.3,11 for the above study. I have 
had the opportunity to consider the information, ask questions and have had these answered satisfactorily.
f understand that my participation is voluntary and that I am free to withdraw at any time without giving any 
reason, without my medical care or legal rights being affected.
I wish to be entered into the prize draw. I give my name and postal address so a £15 voucher may be sent 
to me if in the eventthat my name is drawn.
Postal Address
Name
House number
Street
Town
Postcode
Name Signature
For office use only 
Dated 19.3,11 
-Participant number.
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Appendix 7: Information sheet for participants completing the online survey
A
UNIVERSITY O F
B  SURREYParticipant Information Sheet
‘Feelings & Faces’
Dear Participant, <
You are being invited to take part in a research study. Your decision to take part in this 
study is entirely voluntary and you are under no obligation to do so. Before you decide 
whether or not to take part in this study it is important for you to understand why the 
research is being done and what it will involve. Please take time to read the following 
information carefully and discuss it with others if you wish. If there is anything that is not 
clear, or if you would like more information please contact the researcher (details given 
below). After you have read through the information take some time to decide whether or 
not you still wish to take part.
What is the purpose o f the research study?
W e are looking at the reasons why some people have difficulties with impulsive behaviours 
and what their feelings are around things like food, relationships, or money. However, 
some people have none of these problems, or they are very controlled in their behaviour. 
This study aims to look at how people pick up on what others are thinking and feeling, as 
well as how people think about their own thoughts and feelings. Greater knowledge in this 
area will help in designing better psychological therapies for people who have impulsive 
behaviours or strong feelings they find it difficult to deal with.
Who can take part in this study?
All sorts of people will be taking part in this study. We are asking several groups of people, 
those who use services for eating disorders, personality disorders and a group of people 
from the general population. W e want to include a range of different people so we can see 
how things like interpreting other's facial expressions differ among people.
Who is organising the study?
I am Veronica Brough, a trainee clinical psychologist This study forms part of a wider 
research study at University College London and the University of Surrey, being carried 
out by Dr Alesia Perkins, Clinical Psychologist and Prof. Peter Fonagy. I am also being 
supervised by Dr Fiona Warren and Dr Susan Howard at the University of Surrey,
Who has reviewed the study?
Ail research in the NHS is looked at by an independent group of people, called a Research 
Ethics Committee to protect your safety, rights, wellbeing and dignity. This study has been 
reviewed and given favourable opinion by the South East Research Ethics Committee and 
the University of Surrey.
Participant Information Sheet BEAT VB. 19.3.11
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What will happen to me if I take part?
if you would like to take part, once you have consented, you will be accessed to a 
questionnaire to fill out on-line. The questionnaire asks a series of questions mainly 
directed at feelings about yourself, other people and food. The questionnaire will take 
about 45 minutes. When you have finished the questionnaire, your answers will be sent 
back to Veronica Brough securely over the internet. A small number of people if they are 
interested will complete one of the questionnaires again 3 weeks later, and then a final 
time at the end of their treatment. This should take no longer than 5 minutes.
What are the possible risks and benefits of taking part?
While it is unlikely, it is possible that you might become a little tired from doing the 
questionnaire. You may experience some upset feelings from answering the questions. If 
you are interested, your name can be entered into a prize draw. Several £15 vouchers are 
available for winners, If you want to participate in the prize draw please send the 
researcher your name and address. The knowledge gained from this study may help 
improve the treatment of people with strong emotions, impulsiveness and problems with 
eating.
Confidentiality
All documents relating to the study will be kept in a locked filing cabinet and only the 
researchers directly involved in the study will have access to them. No-one outside the 
study will have knowledge of your name. Your answers on the questionnaire itself will not 
be linked directly to your name. Data will be stored electronically with a number, not 
personal names identifying people’s answers. Your GP will not be informed of your 
participation in this study.
What wilt happen to the results of this study?
1 intend publishing the results of this study for scientific purposes. Your identity will not be 
revealed in any publications
Who do I speak to if I decide to withdraw from the study or if 1 want more 
information?
You are free to decline to enter or to withdraw from the research at any time without 
having to give a reason. If you have any questions about the study, please contact Alesia 
Perkins at University College London on 0207 679 1943, or Veronica Brough at the 
University of Surrey on 01483 689441. If you have concerns about disordered eating, 
impulsive behaviours or thoughts of hurting yourself, please contact your GP or your 
keyworker/clinidan on your team. More general information about participating in research 
can be obtained from INVOLVE (promoting public involvement in NHS, public health and 
social care research) www.invo.orq.uk. 02380 651 088. Alternatively, you can contact your 
local Patient Advisory Liaison Service (the number is available through NHS Direct 0845 
46 47) who can also help if you want to make a complaint about this research.
Please take time to consider whether you wish to participate before completing the 
questionnaire. To take part, please confirm that you are consenting in the box 
provided and this will then enable access to the questionnaire. If you would like to 
be entered in the prize draw fill in your address as well. Once you have completed 
the questionnaire your answers will be sent to Veronica Brough online.
Many thanks, Veronica Brough
Participant Information Sheet: BEAT VB. 19.3.11
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Appendix 8: Criteria for establishing ED diagnoses on the EDDS
Scoring Algorithm for Eating Disorder Diagnosis Seale (EPPSÎ
extracted from  Stice et al. (2000)
(N8: EDDS items 19 and 20 on weight and height measures were removed as these were included as 
questions earlier in  the questionnaire pack. Therefore EDDS item numbers 19-22 were numbered 
differently in this questionnaire pack and have been reported here in italics).
Anorexia Nervosa
A diagnosis o f DSM-1V anorexia nervosa is m ade if an individual reports (a) height and w eight data 
on EDDS Items 19 and 20  that result in a body mass index (BMi = Kg/M 2) of less than 17,5, (b) a fear 
of weight gain or becoming fa t as indexed by a score o f 4  or greater on EDDE Item  2, (c) undue 
influence o f body weight or shape on selfevaluation as indexed by a score of 4 or greater on either  
EDDS Item  3  or 4, and (d) amenorrhea in postmenarcheal females as indexed by a 3 on EDDS Item  21 
(item 19 in this questionnaire). Following the EDE scoring algorithm, if  an individual meets the first 
and fourth criteria above, it is not necessary for the individual to  endorse the second and third 
criteria. Further, because oral contraceptives can result in a regular menstrual cycle, to  be on the 
conservative side, participants w ho were taking oral contraceptives th at m et the low w eight criteria  
w ere coded as amenorrheic. This approach is also used in the  EDE.
Bulimia Nervosa
A diagnosis of DSM-IV bulimia nervosa is m ade if  an individual reports (a) regular eating binges 
marked by a perceived loss of control and the consumption of a large am ount of food as indexed by 
a response of yes to  EDDS item 5, a yes to EDDS Item  6, and a response of greater than 2 on EDDS 
Item  8; (b) regular use of compensatory behaviors as indexed by a response of 8 or greater on the  
sum of EDDS Items 15, 16, 17, and 18; and (c) undue influence of body w eight or shape on self- 
evaluation as indexed by a score of 4  or greater on either EDDS Item  3 or 4 .
Binge-Eating Disorder
A diagnosis o f DSM-IV binge-eating disorder is made if an individual reports (a) regular eating binges 
marked by a perceived loss o f control and the consumption of a large am ount o f food as indexed by 
a response of yes to  EDDS Item  5, a yes to  EDDS Item  6, and a response of greater than 2 on EDDS 
Item  7; (b) an  endorsem ent o f  a t  least three o f the features that m ay be associated w ith  binge eating  
as Indexed by ayes response to  a t  least three o f the features described in EDDS Items 9 ,1 0 ,1 1 ,1 2 ,  
and 13; (c) m arked distress regarding binge eating as indexed by a  yes response to  EDDS Item  14; 
and (d) the absence of any compensatory behaviors as reflected by a O response to  EDDS Items 15, 
1 6 ,1 7 , and 18.
Appendix 9: Ethical approval from IRAS
National Research Ethics Service
South East Research Ethics Committee
South East Coast Strategic Health Attihorify 
P/SStOO HoU
Aytesford 
Kent 
ME20 7NJ
Tet: 01622713048 
Fax: 01622 88S966
03 November 2010
Dr Ai^ta Peikins 
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Honorary Research Assistant to Prof. Peter Fonagy 
University Coiiege London 
Psychoanalysis Unit 
Gower Street
London " 1 j,
■WC1E6BT
Dear Dr Perkins
Study title:
REC reference:
Protocol number:
Amendment number:
Amendment date:
The above amendment was reviewed on 27 October 2010 (by the Sub-Committee in 
correspondence).
Ethical opinion-:..
The members of the Committee taking part in the review gave a favourable ethical opinion 
of the amendment on the basis described in the notice of amendment form and supporting 
documentation.
Approved documents : ■
The documents reviewed and approved at the meeting were:
Version Date
Support Numbers 1.0 16 August 2010
Invitation Letter 11 October 2010
Recruitment Poster 11 November 2010
Questionnaire: Feelings and Faces Questionnaire Pack 11 October 2010
Participant Consent Form 11 October 2010
Participant Information Sheet z o : M 0 r m 11 October 2010
Notice of Substantial Amendment (ntm-CTlMPs) 11 October 2010
Covering Letter 11 October 2010
Development and validation of a new seif report measure of 
mentalization: the 54-item Reflective Function Questionnaire 
10/H11Q2/6G 
N/A
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Membership of the Committee
The members of the Committee who took part in the review are listed on the attached 
sheet.
R&D approval
All investigators and research collaborators in the NHS should notify the R&D office for the 
relevant NHS care organisation of this amendment and check whether it affects R&D ■ 
approval of the research.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Researdi Ethics Committees in fee UK.
110/H1102/60: . . Please quote this number on all correspondence
Yours sincerely
Mr Dean Beattie 
Committee Co-ordinator
E-mail: dean.beattie@nhs.net
List of names and professions of members who took part in the 
review
Peter Fonagy, University Ooftege London
Enclosures: 
Copy to:
Appendix 10: Ethical approval from NHS Research and Development Department
NHS
10th November 2010
Dr Alesia Perkins 
Clinical Psychologist ;
Honorary Research Assistant to Prof. Peter Fonagy 
University: Coiiege London 
Psychoanalysis Unit 
Gower Street: :!
London
WC1E6BT
Dear Dr Perkins,
Title: Development and validation of a new self-report measure of mentalization: the 54-item
Reflective Function Questionnaire
REC Ref: 10/H1102/60
R&D Ref: 10MHS34
I am pleased to confirm that the above study has now received R&D approval, and you may now start your 
research M^yl take this opportunity to remind :
you that during the course of your research you will be expected to ensure the following:
• Patient contact: only trained or supervised researchers who hold the appropriate TrusVNHS 
contract (honorary or full) with each Trust are allowed contact with that Trust’s patients; If any 
researcher on the study does not hold a contract please contact the R&D office as soon as possible,
• informed consent: original signed consent forms must be kept on file. A copy of the consent form 
must also be placed In the patient's notes. Research projects are subject to random audit by a 
member of the R&D office who will ask to see all original signed consent forms,
» Data protection: measures must be taken to ensure that patient data is kept confidential in 
accordance with the Data Protection Act 1998,
« Health & safety: all local health & safety regulations where the research is being conducted must be 
adhered to.
■ Adverse events: adverse events or suspected misconduct should be reported to the R&D office and 
the Ethics Committee,
» Project update: you will be sent a project update form at regular intervals. Please complete the form 
and return it to tite R&D office.
» Publications: it is essential that you inform the R&D office about any publications which result from 
your research.
« Ethics: R&D approval is based on the conditions set out in the favourable opinion letter from the 
Ethics Committee. If during the lifetime of your research project, you wish to make a revision or
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amendment to your original submission, please contact both the Ethics CommEee and R&D Office 
as soon as possible.
Please ensure that all members of the research team are aware of their responsibilities as researchers. For 
more details on these responsibilities, please check the R&D handbook or NoCLoR website: 
■http://www.noclor.nhs.uk
We would like to wish you every success with your project
Yours sincerely,
Appendix 11: Ethical approval from the University of Surrey
- v -  SURREY
jK  UNIVERSITY OF
Dr Adrian Coyle
Chain Faculty of Arts and Human Sciences Ethics
faculty of
Arts and Human Sdcnces
Committee 
University of Surrey Guildford, Surrey G02 7XH UK
T. *-U  CSS-HS
F: <44 (0)1483 eSSSSO
iw%v vurj»y ac uk
Veronica Brough 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
25th November 2010
Dear Veronica
Reference: 531-PSY-10 (NHS Approved)
Title of Project: How does Mentalizing Ability Mediate Different Eating Disorder 
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable 
ethical opinion.
if there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyle 
Chair
218
Faculty of Arts and Human Sciences 
Ethics Committee
Chair's Action
531-PSY-10 
VERONICA BROUGH
How does Mentalizing A b ility  Mediate Different 
Eating Disorder Traits?
DR FIONA WARREN, DR SUSAN HOWARD
16™ NOVEMBER 2010
The above Project has received NHS approval and expeditious ethical approval has 
been granted.
Signed:
Chair
Ref:
Name of Student 
Title of Project
Supervisor:
Date of submission:
Dated: 2 5 ^  N e v  2 0 ( 0
Appendix 12: Ethical approval for amendment from the University of Surrey
UNIVERSITY OF
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics
Faculty of
Arts and Human Sciences
Committee 
University of Surrey Faculty Office
GuMdfoid, Surrey GV2 7XH UK
Veronica Wilshere 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
:S>44(ph4We8S44S.
22^ March 2011
Dear Veronica
Reference: 53I-PSY-10 (Amendment to Project)
Title of Project: “Development and validation of a new self-report measure of 
mentalization: the 54-ilem Reflective Function Questionnaire”
Thank you for your submission of an amendment to the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable ethical 
opinion.
If  there are other significant changes to this proposal you may need to eonsider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyle 
Chair
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Appendix 13: Correlations between demographics and main variables
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Appendix 14: Correlations between main variables
RFQ18 MASQ VSM Length of
RFQ18 RFQ18 self Language therapy
BMI Pearson Correlation -0.23 -0.19 -0.07 -0.11 0.04 0.02 -0.07 0.02 -0.13
Slg. (2-tailed) 0.02* 0.05 0.87 0.84 0.18
108 103
Pearson Correlation 0.71 -0.28 -0.31
Slg. (2-tailed) 0.00* 0.01* 0.00*
110 95
RFQ18 Pearson Correlation -0.19 0.02 -0.14 -0.20 0.03
Slg. (2-talled) 0.05 0.84 0.45 0.81
RFQ18 self Pearson Correlation -0.38
Slg. (2-talled) 0.00*
88
RFQWotherPearson Correlation
Slg. (2-talled)
Eyes Pearson Correlation -0.02 0.10 0.02 0.02 0.03 -0.05 0.04 0.03 0.01
Slg. (2-talled) 0.83 0.84 0.85 0.82 0.79 0.86 0.69
MASQ Pearson Correlation -0.05 -0.29 -0.14 -0.34 -0.01 0.79 -0.26 0.14
Slg. (2-talled) 0.01* 0.00* 0.91 0.00* 0.00* 0.02*
88 84 88 86 86
Language Pearson Correlation -0.23 0.01 -0.03 0.43 -0.26 0.57 -0.08
Slg. (2-talled) 0.03* 0.92 0.82 0.00* 0.02* 0.00* 0.45
86 88 88 88 88 86 87
Pearson Correlation -0.11 -0.18 -0.08 -0.38 0.50 -0.21 0.34 0.06
Slg. (2-tailed) 0.32 0.09 0.45 0.00* 0.00* 0.06 0.00* 0.58
86 88 88 88 84 88 87 86
Pearson Correlation 0.04 -0.20 -0.25 0.01 -0.05 0.52 0.70 0.05
Slg. (2-talled) 0.72 0.07 0.02* 0.91 0.62 0.00* 0.00* 0.01* 0.66
88 88 88 88 88 86
VSM Pearson Correlation 0.03 0.43 0.28
(SORT) Slg. (2-talled) 0.81 0.18 0.00* 0.01*
AC Pearson Correlation -0.11 0.15 0.61 0.56 0.57
Slg. (2-talled) 0.16 0.69 0.00* 0.00* 0.06 0.00*
88
IMS Pearson Correlation -0.07 -0.01 -0.26 -0.27 -0.14
Sig. (2-talled) 0.94 0.06 0.01* 0.06
83 87 85
BSI Pearson Correlation 0.02 -0.01 0.01 0.45 0.57 0.19 -0.05 0.03
Sig. (2-talled) 0.84 0.95 0.94 0.00* 0.00* 0.08 0.65 0.75
93 95 83 87 87 87 86
RAtBOR Pearson Correlation -0.49 -0.49 -0.07 0.53 0.34 0.51 -0.01
Sig. (2-talled) 0.00* 0.00* 0.00* 0.00* 0.00* 0.91
94 94 87 87 87 91
Pearson Correlation 0.24
Sig. (2-tailed) 0.03*
N 86
indicates results are significant at the 0.05 level
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Appendix 15: Z-scores for each measure
Skewness Kurtosis Assumption
ED
type N Std. Z Std. Z
for
normality
met?
Statistic Error score Statistic Error score Z < 2.58
Length of
personal
therapy
AN 49 1.19 0.34 3.51 0.64 0.67 0.96 NO
BN 55 1.97 0.32 6.12 3.95 0.63 6.23 NO
BMI
AN 52 -0.62 0.33 1.88 0.20 0.65 0.31 YES
BN 57 2.55 0.32 8.08 8.42 0.62 13.50 NO
PAI-BOR
AN 46 0.23 0.35 0.66 -1.17 0.69 1.70 YES
BN 48 -0.59 0.34 1.73 -0.14 0.67 0.21 YES
BSI
AN 47 -0.42 0.35 1.23 -0.08 0.68 0.11 YES
BN 48 -0.35 0.34 1.02 -0.68 0.67 1.01 YES
IMS
AN 42 0.87 0.37 2.38 0.35 0.72 0.49 YES
BN 45 0.24 0.35 0.68 -1.07 0.70 1.54 YES
RFQ54
AN 52 -0.69 0.33 2.10 -0.29 0.65 0.44 YES
BN 58 -0.55 0.31 1.74 1.01 0.62 1.63 YES
RFQ18
AN 52 -0.43 0.33 1.30 -0.39 0.65 0.60 YES
BN 58 -0.22 0.31 0.71 0.48 0.62 0.78 YES
RFQISself
AN 52 -0.43 0.33 1.32 0.16 0.65 0.24 YES
BN 58 0.12 0.31 0.37 -0.43 0.62 0.69 YES
RFQISother
AN 52 -0.45 0.33 1.36 -0.26 0.65 0.4 YES
BN 58 -0.55 0.31 1.76 0.12 0.62 0.20 YES
Eyes Test
AN 41 -0.87 0.37 2.35 0.54 0.72 0.75 YES
BN 43 -1.20 0.36 3.34 3.03 0.71 4.27 NO
MASQ Total
AN 44 -0.24 0.36 0.67 0.07 0.70 0.10 YES
BN 44 0.19 0.36 0.01 -0.20 0.70 0.28 YES
Language
AN 44 -0.18 0.36 0.54 -0.84 0.70 1.19 YES
BN 44 -0.01 0.36 0.01 -0.54 0.70 0.76 YES
Visual AN 44 0.28 0.36 0.78 -0.32 0.70 0.45 YES
Perception BN 44 0.54 0.36 1.51 0.13 0.70 18.00 YES
Verbal AN 44 0.33 0.36 0.93 -0.46 0.70 0.65 YES
Memory BN 44 -0.16 0.36 0.45 -0.08 0.70 0.11 YES
Visual Spatial AN 44 -0.02 0.36 0.62 -0.92 0.70 1.32 YES
Memory BN 44 0.48 0.36 1.34 0.07 0.70 0.10 YES
Attention AN 44 -0.36 0.36 1.00 0.61 0.70 0.86 YES
Concentration BN 44 0.02 0.36 0.05 -0.28 0.70 0.40 YES
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Appendix 16: Homogeneity of variances for all variables
Levene
Statistic d f l_______ df2______ Sig.
Length of therapy 0.08 1 76 0.77
Length of therapy (SQRT) 0.02 1 76 0.90
BMI 12.45 1 76 0.00
RFQ54TOTAL 0.03 1 76 0.87
RFQ18TOTAL 0.7 1 76 0.41
RFQISself 1.304 1 76 0.26
RFQISother 1.075 1 76 0.30
PAIBOR 0.11 1 76 0.74
MASQ total 0.01 1 76 0.94
Language 0 1 76 0.97
Visual Perceptual 0.32 1 76 0.57
Verbal Memory 0.27 1 76 0.60
Visual Spatial Memory 0.3 1 76 0.59
Visual Spatial 
Memory (SQRT)
0.63 1 76 0.43
A ttention/
Concentration
0.03 1 76 0.87
Eyes 0.2 1 76 0.66
IMS 0.6 1 76 0.45
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Research Log Checklist
Table 1: Research Log Check-List
1. Formulating and testing hypotheses and research questions
2. Carrymg out a structured literature search using mt'ormation technology 
and literature search tools
"3 . C ritically reviewing relevant literature and evaluating research methods
""" 4. .Formulating specitic research questions o / ’
——^
5. W riting bnei research proposals
---- ^
6. W riting detailed research proposals/protocols O' 
----_«s
7. Considering issues related to ethical practice in research, including issues o i diversity, 
and structuring g plans accordingly
BT
----X
..... 8. Obtaining approval from a research ethics committee IP
---
9. Obtaining appropriate supervision fo r research g P
10. Obtaining appropriate collaboration for research
t Ï. Collecting data tforh research participants CK
12. Choosing appropriate design fo r research questions
13; W riting patient information and consent forms cK
14. Devising and administering questionnaires c /
15. Negotiating access to  study participants in apphetfNtiS settings Q/ '
16. Getting up a data file y /
Ï 7. Conducting statistical data analysis using SPSS O '- '
18. Choosing appropriate statistical analyses U ./
19. Preparing quantitative data fo r analysis D /
20. Choosing appropriate quantitative data analysis y /
----- 7 *
21. Summarising results in ligures and tables
---
22. Conducting semi-structured interviews cK
—
23. Transcribing and analysing interview data using qualitative methods. CK
24. Choosing appropriate qualitative analyses D /  
-----7^25: Interpreting results trom quantitative and qualitative data analysis EK
........ 26. Presenting research findings in a variety o t contexts
27. Producing a written report on a research project E l /---
28. Defending own research decisions and analyses t3r
29; Submitting research reports for publication in  peer-reviewed journals or edited book D
30. Applying research tradings to  clinical practice.
Abstract of Qualitative Research Project
How do people feel about the prospect o f turning thirty?
Year 2 
June 2009
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Whilst some research suggests that the risk of psychological distress has increased for 
people experiencing the "turning 30" transition in current times, others have questioned 
whether the Age Thirty Transition exists at all. As there appeared to be conflicting views in 
the literature, this research study wanted to find out how people feel about turning thirty, 
with an aim to contribute to the knowledge base around the age thirty transition and add 
to the research literature on ageing.
Purposive sampling was used and four participants were interviewed (two men and two 
women), all aged twenty-nine. A qualitative approach was adopted, with a view that the 
experiences of each participant could be more appropriately explored using this method. 
The researchers were interested in their subjective experience, and therefore used 
Interpretive Phenomenological Analysis (IPA). Five subordinate themes emerged: 'taking 
stock', 'reflecting on the past', 'loss', 'preparing for the future' and 'expectations'.
This study suggests that the prospect of turning thirty is a salient issue for certain 
individuals, in terms of being a potential period of transition. However, half of the 
participants indicated that they did not consider this a significant transitional period. 
Therefore, further research is warranted around whether individuals' sense of loss, future 
expectations, and their preparations for the future, are influential in altering the ways in 
which they approach their thirties. The strengths and weaknesses of this study are 
considered.
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